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The subject of iatrogenic diseases is one 
that a physician approaches with profound 
searching of his records and of his soul. Such 
a search is a rewarding and sobering exper- 
ience, and one that should be indulged in at 
frequent intervals. Many of these case re- 
cords are amusing. In some cases it is found 
that an untoward effect has been produced 
which resulted ‘n relief of the patient’s com- 
plaints and illness. Too frequently, however, 
the new disease that has been created is more 
debilitating and devastating than the initial 
one for which the physician was consulted. 
Only by remembering and analyzing these 
problems is the physician able to reduce the 
incidence of the complications, or at least 
be prepared to handle them. 

The word “iatrogenic” is derived from the 
two Greek words —iatros, physician; and 
genesis, origin, creation—hence, “created by 
the physician.” The title of this discussion 
in its literal interpretation means, therefore, 
“the morbid state created by the physician.” 


Recent Changes in Medical Practices 


During the past few years the problems 
that confront medicine have changed tre- 
mendously. Not too long ago the hospital was 
an institution staffed by learned men, to 
which a patient was sent, never to return. 
A wake was held by his family and friends 
when he departed from home, and in most 
instances the wake was premature by only 
a few days. The diagnosis was not too diffi- 
cult because the disease had progressed to 
the point that classic signs and symptoms 
were obvious to all. Certain groups of these 
signs and symptoms were labeled syndromes ; 
frequently someone’s name was prefixed— 
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occasionally a second and a third—so that 
the conditions ended up with such labels as 
Legg-Calve-Perthes Disease or Charcot-Ma- 
rie-Tooth Disease. 

With some thought and knowledge of the 
many and varied diseases, a satisfactory di- 
agnosis could be given by the learned men 
who staffed the hospital. However, little 
could be done except to relieve the mental 
and physical suffering of the patient and 
his family. It was known and accepted that 
most patients recovered from acute illnesses, 
and those who did not, died. It was also rec- 
ognized that some drugs, such as quinine and 
fox glove, helped the patient recover from 
his illness. And there were drugs such as 
the opiates that relieved the suffering until 
nature could come to tHe rescue and cure 
the patient. I might add that no doctor ever 
cured any patient. 

The idea that there were only a few bene- 
ficial drugs gave rise to the school that has 
been labeled “nihilist.’”’ Osler and others were 
given this name, without justification. They 
did recognize the fact that often patients 
receiving no drugs recovered more promptly 
and. with fewer complications than those 
who had been treated vigorously with many 
drugs and procedures that were then in 
vogue. 

Blood-letting and purging undoubtedly 
brought about early death in many patients, 
as did the cold ice baths and the starvation 
diets in typhoid fever. Today we recognize 
that these forms of therapy still have a place 
in our armamentarium, but hardly the same 
as in the days of our fathers. Drugs in vary- 
ing amounts were given to patients suffer- 
ing with many diseases. Schools of homeo- 
pathy produced as many, if not more, iatro- 
genic diseases because of failure to utilize 
to the utmost the few drugs that were avail- 
able, as did the allopaths, who gave too much 
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of many drugs without knowledge of the 
after and side effects. 


Etiologic Classification of Iatrogenic 
Diseases 

Iatrogenic diseases, therefore, can be class- 
ified as: (1) resulting from mistaken diag- 
nosis, (2) resulting from attempts to estab- 
lish a diagnosis, (3) resulting from medical 
therapy, (4) resulting from surgical ther- 
apy, (5) resulting from psychiatric therapy, 
and (6) resulting from the general care of 
the patient. 
Resulting from mistaken diagnosis 

As the number of therapeutic agents has 
increased, certain new problems in diagnosis 
have arisen. For instance, peripheral neu- 
ritis and intracapillary glomerulosclerosis 
were relatively infrequent complications of 
diabetes mellitus twenty years ago; today 
both complications are common. Generalized 
necrotizing arteriolitis was a rare disease, 
but with the use of sulfonamides this con- 
dition, while not common, is not rare. 

Failure to arrive at the correct diagnosis, 
with resultant wrong treatment of the pa- 
tient is responsible for the greatest number 
of iatrogenic diseases. Unfortunately, the 
percentage of correct diagnoses is still. low. 

A few years ago a patient was seen at 
Duke Hospital, complaining of recurring at- 
tacks of mid-abdominal pain, associated with 
nausea, vomiting, and diarrhea. Each attack 
lasted from three to four days, and was fol- 
lowed by overwhelming fatigue and weak- 
ness. The examination of the patient reveal- 
ed little of significance. The blood pressure 
was 120 systolic, 70 diastolic. There was 
perhaps slight pigmentation of the skin, 
which was not characteristic of any disease. 
The laboratory studies, including the deter- 
mination of serum sodium, chloride and po- 
tassium, were within normal limits. Because 
of the patient’s marked weakness, it was 
suggested that potassium be given empir- 
ically. Following the administration of this 
drug the patient became desperately ill with- 
in a few hours. It was dramatically impress- 
ed upon us that he actually did have Addi- 
son’s disease. Vigorous therapy with adrenal 
cortical extract and sodium chloride was in- 
stituted, following which he made a satis- 
factory recovery. 

A patient recently came to Duke Hospital 
for relief of morphine addiction. Five years. 
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previously she had had an attack of painless 
jaundice for which an exploratory lapar- 
otomy was performed. In the judgment of 
the surgeon, the patient had a carcinoma of 
the head of the pancreas. Morphine was ad- 
ministered in fairly large amounts for ob- 
vious reasons. The diagnosis was not correct 
and the patient is still living, but she has 
become addicted to morphine. 

Obviously, many such instances can be 
cited, but these two will illustrate the point 
that extreme care must be exercised in the 
diagnosis of the patient’s illness, since an- 
other disease may be substituted which may 
be more debilitating and serious than the 
original disease. 

Resulting from diagnostic procedures 

Diagnosis of an illness frequently calls for 
procedures that may endanger the patient, 
either directly or by the introduction of a 
new disease. For instance, in the second case 
cited above, several factors influenced the 
surgeon in deciding not to obtain tissue for 
biopsy—the condition of the patient during 
the operation, the location of the tumor mass, 
and so forth. In the surgeon’s judgment, the 
patient’s life would have been endangered 
had he done more at that particular time. 
Furthermore, he had, in his opinion, suffi- 
cient evidence to make a diagnosis of carci- 
noma. 

The doctor’s judgment is the final court 
of decision as to what diagnostic procedures 
are to be carried out. He is aware that ad- 
ministration of Priodax for visualization of 
the gallbladder may produce a severe reac- 
tion. The urologist knows that Diodrast may 
cause a fatal reaction, and he has learned 
not to use this substance in the presence of 
a history of severe allergic reactions. The 
dangers of perirenal insufflation for the 
purpose of demonstrating an adrenal tumor, 
and of the punch liver biopsy for aid in diag- 
nosis of liver disease, are fully appreciated 
by the physician. In spite of these dangers, 
he is willing to subject his patient to these 
procedures because he believes that the im- 
portance of the answer he will obtain out- 
weighs the danger involved. 

These are dramatic instances, and the 
physician seriously considers the consequen- 
ces before undertaking the procedures. But 
how many of us realize that a patient from 
whom a sample of blood has just been ob- 
tained for serologic studies or a routine blood 
count may soon be ill with homologous serum 
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jaundice, the causative agent of which was 
not destroyed in the sterilization of the nee- 
dle or lancet used? Such an instance was 
recently seen in Duke Hospital. It is not 
implied that such diagnostic studies be omit- 
ted from our list,.but to emphasize the im- 
portance of the knowledge and conception 
that danger is present in even a simple act 
such as blood letting. 


Resulting from medical therapy 

A young lady was admitted to Duke Hos- 
pital, desperately ill and needing blood. A 
call went out for donors, and a certain man’s 
blood was selected. The patient improved, 
and during her convalescence the donor ask- 
ed permission to meet the young lady who 
had received his blood. The couple eventually 
were married, and in due time the wife be- 
came pregnant. Her child died from erythro- 
blastosis fetalis three days after delivery. 
Shortly thereafter she again became ill, and 
more transfusions of blood were given. With 
each transfusion she had a severe reaction, 
and finally she died. Postmortem examina- 
tion revealed the findings that are now 
known to be characteristic of Rh sensitivity. 
The recipient was Rh negative; the husband, 


who was the donor, was Rh positive. The 
resulting sensitivity, with circulating anti- 
Rh factor, caused the death, not only of her 
child, but eventually her own death. 
Everyone is acquainted with the toxic ef- 
fects of the sulfonamides and the thiouracils, 


and the number of severe illnesses and 
deaths that have resulted. However, the ben- 
eficial results warrant the continued but 
eautious use of these substances. The sys- 
temic reactions to penicillin, and the local 
bowel and systemic reactions to terramycin, 
aureomycin and Chloromycetin are to be 
pointed out. Those reactions are known to 
the laity and are accepted as the chance that 
must be taken in treating or being treated 
by these drugs. I wonder, however, if we 
realize how much illness is produced and 
how many deaths are caused by less dra- 


matic and more common substances such as - 


water, table salt, and baking soda. The judi- 
cious use of these substances is necessary 
for the preservation of life. The injudicious 
use has caused, and will cause, unnecessary 
illness and in some instances death. 

One drug that always comes in for its just 
share of criticism is bromide, and I must say 
that I endorse these criticisms. The effec- 
tiveness of the drug as a sedative, and its 
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availability to the patient makes it a fre- 
quent agent in producing illness. We are 
prone to believe that the incidence of bro- 
midism has been reduced to a_ negligible 
quantity, but this is not true. Within the 
past two months I have seen 5 patients 
whose major difficulty was due to excessive 
accumulation of this substance in the body. 

Today we have new “drugs”—and I use 
the word advisedly—in cortisone and ACTH 
(adrenocorticotrophic hormone). Truly no 
substance has contributed so much to our 
armamentarium of useful therapeutic agents 
or research tools. The permanent relief af- 
forded in certain hypersensitivity states, the 
temporary relief in such disease as rheuma- 
toid arthritis, and the regulatory mechanism 
in Addison’s disease make it imperative that 
these substances be reverently called “mir- 
acle drugs.”’ It is unfortunate that their im- 
proper administration in any patient, and 
their use at all in some patients, result in 
such complications as severe disturbance in 
water and electrolyte balance, the introduc- 
tion of a new syndrome to the patient (Cush- 
ing’s syndrome), the production of psycho- 
ses and of convulsions, and, in rare instances, 
death. Even with the newest and latest addi- 
tions to our therapeutic agents, the goal of 
the perfect drug is yet to be reached. 
Resulting from surgical therapy 

Severe and permanent morbid states are 
seen as the result of surgical manipulations, 
and once again it is to be emphasized that 
the resulting deformities, physical or psy- 
chic, are not in direct proportion to the ex- 
tent of the original procedure or the fre- 
quency of operations. The advantages and 
disadvantages of an operation must be eval- 
uated by the surgeon and many times by 
the patient, the physician, and the surgeon. 
In-the light of our present knowledge, no 
one will question the wisdom of amputating 
a gangrenous foot or leg, although it is known 
that physically and psychically the patient 
will be incapacitated. Likewise, little thought 
is given to the inconveniences and mental 
anguish caused by a colostomy when it is 
necessary to resect a carcinoma of the colon. 
These surgical procedures are necessary if 
the patient is to survive, and therefore are 
undertaken unhesitatingly. Such indications 
for surgery are not always so clear cut, and 
it is then that more thought and care should 
be exercised. For instance, should the bowel 
dysfunction produced by a vagotomy be sub- 
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stituted for the chance of relieving a patient 
with a peptic ulcer? No set rule can be made 
to govern all cases but the question must 
be decided for each patient, based on all 
available information. 

Resulting from psychiatric therapy 

It was stated above that no discussion of 
the psychic disturbances that are produced 
by the physician would be made. This re- 
straint is based on two reasons. First, I do 
not believe that my knowledge of psychiatry 
qualifies me for such a critical review. By 
the same token, my belief is that few are 
so qualified to dig diligently and remorse- 
lessly into the dark and, in some instances, 
dirty crevices of the patient’s personality. 
Quite frankly, I do not know what to do with 
these facts once they have been found. I am 
informed by a reliable authority that occa- 
sionally an over-zealous probing into the 
past of a neurotic individual may actually 
precipitate a psychosis. In the second place, 
although I am positive in my own mind that 
a psychoneurosis may be produced by the 
physician, this fact would be most difficult 
to prove. 

Several thoughts that deal with the hand- 
ling of the psychic aspect of the patient by 
his physician occur to me. One condition that 
I would like to mention is obesity. Regard- 
less of why the scales are overloaded—that 
is, too much food or too little expenditure 
of energy—the fact remains that no one 
will become obese unless he eats too much. 
It is my belief that in most instances people 
eat too much because of emotional stress 
and strain. They become weak and nervous, 
and have learned that by further stretching 
their stomach they will find temporary re- 
lief. Upon consultation of a physician, a 
blood sugar determination is done, and on 
the basis of that one determination of 90 
mg. per 100 cc. a diagnosis of hypoglycemia 
is made. Instead of explaining that the weak- 
ness and nervousness is a manifestation of 
a psychoneurosis and, above all, that care 
should be exercised to avoid overeating, the 
physician tells the patient that when he is 
weak he must eat something. So he eats and 
eats, gets weaker and more nervous, grows 
fatter and fatter, until the little boys taunt 
him with, “Fatty, fatty, two by four, can’t 
get in the kitchen door.” 


Resulting from general care 
We see many patients who say that they 
overheard a doctor and nurse talking out-. 
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side the door about cancer. From that mo- 
ment on the patient was convinced that his 
trouble was cancer, and many consultations 
and much money later he is still firm in his 
conviction. Incautious and thoughtless state- 
ments frequently are the trigger mechanism 
in bringing a dormant and inconsequential 
psychoneurosis into a full-blooming and ma- 
lignant one. 
Summary 

An attempt has been made to present a 
concept of therap;. Perhaps the title was 
ill chosen and does not convey precisely what 
is meant. We have observed a tremendous 
change in the care of patients and in our at- 
titude toward the patient, and I must say 
that it has been for the good. 

Iatrogenic diseases, in the broad sense of 
the term, are produced daily by physicians 
—in some instances, through lack of knowl- 
edge, rarely through lack of diligence, and 
occasionally with intent, knowing that the 
disease produced is less serious than that 
from which the patient was suffering. So 
long as we weigh the beneficial results of 
any form of therapy against the harmful 
effects of that therapy and the primary 
disease from which the patient is suffering 
is sufficiently serious, we have nothing to 
keep us awake that night. In short, this con- 
cept and philosophy of therapy may be sum- 
marized by a line from a song from The 
Mikado, “To let the punishment fit the 
crime.” 





If I believed all the things that patients told me 
about what physicians had told them, I would long 
since have lost faith in the members of my profes- 
sion. Nevertheless, some of them must be true. 
One woman said that Dr. So-and-so took her blood 
pressure and looking at her in a horrified way ex- 
claimed, “My God, madam, it’s a wonder you are 
alive!” Needless to say, that woman left the phy- 
sician and it took months to dispel the idea that 
she was at death’s door. I know a nose and throat 
man who has the habit of taking his patient’s blood 
pressure. If it is high, he tells them they have a 
dangerously high blood pressure, Now, hyperten- 
sion is potentially dangerous, but we all know that 
most patients with it live happily for many years 
provided an anxiety neurosis does not develop. Life 
itself is dangerous, since one cannot live without 
dying. With patients having hypertension my rule 
is never to tell them what their pressure is. The 
next time it is taken, unless one tells them a lower 
reading, anxiety enters the picture. I tell them the 
pressure is not bad and that I alone am the one to 
worry about exactly how high it is. Most patients 
accept this and rarely again want to know the exact 
level. — Yater, W. M.: Keeping Abreast of Med- 
ical Progress, Pennsylvania Medical Journal 54:428 
(May) 1951. 
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In November, 1946, the Neurosurgical De- 
partment of the Duke University School of 
Medicine agreed to undertake prefrontal lo- 
botomy for mental disease, provided that 
each case was surveyed by a board of psy- 
chiatrists who would state that the case was 
hopeless unless the operation was perform- 


ed. The psychiatrists agreed to certain cri- 

teria of hopeless mental disease: 

1. The symptomatology of the mental dis- 
ease must be malignant, as in schizo- 
phrenia, dementia praecox, and long- 


standing severe obsessive-compulsive 


neuroses, 
The patient must have been mentally 
ill for a period exceeding two years. 
This provision was to guard against 
improper and premature diagnosis of 
hopelessness. 

Other forms of therapy—electric shock, 
deep shock insulin, and psychotherapy— 
must have been given a satisfactory 
therapeutic trial. 

In August, 1949, a lobotomy program was 
instituted by our group at the State Hospi- 
tals at Raleigh and Butner, North Carolina. 
A number of State Hospital patients had 
previously been operated upon at the Duke 
Hospital, but adequate neurosurgical facili- 
ties were made available at the Butner State 
Read_ before the Section on Neurology and Psychiatry, 
Medical Society of the State of North Carolina, Pinehurst, 
May 9, 1951. 
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Hospital, and patients could then be operated 
upon at no additional hospital cost. 


Operative Procedure 

In the first two years of our lobotomy 
program, an attempt was made to be as con- 
servative as possible in order to avoid sec- 
ondary post - lobotomy personality changes. 
Some operations were done anterior to the 
coronal suture, and not all quadrants were 
sectioned. By August 9, 1949, the procedure 
was standardized, so that now all lobotomies 
are performed at the coronal suture. Effort 
is made to avoid opening the ventrical ex- 
cept in cases showing ventricular dilation; 
all four quadrants are sectioned. 

It seemed to us that failures were more 
apt to occur when insufficient sectioning was 
done than when a “standard” lobotomy at 
the coronal suture was performed. We are 
forced to admit, however, that we have an 
insufficient number of cases to prove this 
point. Numerous observers have pointed out 
that many modifications of the standard pro- 
cedure have produced about the same results, 
and nobody seems to have accumulated a 
large enough series of various frontal lobe 
lesions to state with certainty that one type 
of operation is superior to another. All op- 
erations in this report were done by the 
Lyerly-Poppen open, superior technique, with 
extreme surgical caution in hemostasis and 
a minimal use of the cautery on the cortex. 


Mortality 

As of April 21, 1951, a total of 367 pa- 
tients have been operated upon—155 at Duke 
Hospital and 212 at Butner Hospital. The 
surgical mortality rate has been .84 per cent 
for the 367 cases. One of these deaths was 
caused by the anesthetic, one was probably 
due to poor postoperative care, and the third 
was a surgical death, occurring after the 
first sectioning had failed to relieve psycho- 
genic pain and a second operation had been 
performed three days later. A fourth pa- 
tient, pre-operatively a severe epileptic, died 
in status epilepticus three months after op- 
eration. If this case is included, the mor- 
tality rate is 1.1 per cent. These figures are 
very favorable in comparison to the 2 per 
cent mortality rate reported in 1943 for the 
618 cases collected from the American litera- 
ture (Ziegler)''’, and with the 3 per cent 
mortality rate of the English Board of Con- 
trol’s report of 1000 cases’. Freeman and 
Watts report that, taking all together the 
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10,000 operations in this country, the death 
rate is 3 per cent. 


Selection of Cases for Operation 

This preliminary report is based on a study 
of 284 operations, 254 of which were for 
mental disease, and 30 for intractable pain 
in malignant physical disease. Follow-up re- 
ports varying from four months to forty- 
eight months following operation are avail- 
able in all of these cases. 


Types of cases 

The decision to operate was governed by 
several considerations. In the largest per- 
centage of cases, the aim was to restore the 
patient to normality—to cure mental disease. 
Surgery was undertaken in a second group 
of patients because they constituted serious 
hospital problems—combativeness, destruc- 
tiveness, serious nursing problems (soiling 
and bathing and feeding). A third group was 
selected for justifiable experimental reasons. 
Patients who were regarded as hopelessly 
deteriorated and whose prognosis was poor 
even with lobotomy (long-standing hebe- 
phrenic schizophrenics) were selected. A few 
cases were regarded as acute emergencies 
(death imminent; anorexia nervosa and 
violent fury; uncontrollable). 


Chronicity of illness 

The type of cases in which operations were 
performed is interesting and important in 
evaluating the results of prefrontal lobotomy. 
As stated before, chronicity is, to our minds, 
the safest criterion of the hopelessness of an 


illness. 


Table 1 

Duration of Illness 
Duration 
(years) No. Cases Per Cent 
1. te 2 16 6.3 
3 to 4 36 ) 14.0 
5 to 10 ate | 
11 to 16 4\ 
* * 93 ‘anak H 93.7 
21 or more 23 | 


It will be seen from table 1 that the num- 
ber of patients operated upon within less 
than two years of illness is very small and 
that these operations were done only as emer- 
gencies, or when the diagnosis was quite 
certain and deterioration was advancing rap- 
idly. As a group, we are very much opposed 
to early operation (after less than two years 
of illness), because we fear that enthusiasts 


for the lobotomy procedure are too likely to. 
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conclude that a mental illness is malignant 
without giving time a chance to heal. In view 
of the very high percentage of cases which 
are diagnosed as schizophrenia in many clin- 
ics, the high percentage of recoveries report- 
ed from these groups, and the many psychi- 
atrists recommending lobotomy procedures 
within the first year of illness, we feel that 
our conservatism is not ill founded. Obvious- 
ly, if patients who would recover anyway, 
if given sufficient time, are operated on, the 
recovery rate will be greatly increased, but 
lobotomy opponents will be able easily to 
collect cases in which spontaneous recovery 
has taken place in spite of advice to operate. 
The conservatism of our group is illustrated 
by the fact that in the great majority of our 
cases the illness had lasted more than five 
years before operation (table 1). 


Evaluation of Results 

Criteria of improvement 

It is difficult to evaluate results without 
using several criteria of improvement. A 
questionnaire sent patients and families ask- 
ed, “Do you regard the patient as better, 
the same, or worse than before operation?” 
The same question was asked the doctors, 
nurses, and attendants in regard to the pa- 
tients remaining in.the hospital. The an- 
swers for the group are summarized in 
table 2. z 

Table 2 
Results in 254 Patients with Mental Disease 


(Based on Answers to Questionnaire) 
Per Cent 


Results No. Patients 
Better 185 73 
Same 61 24 
Worse 5 2 
Died 3 1 


If one accepts the criteria of being able 
to live outside a hospital, the following facts 
emerge: 

Previous to operation, 233 of the patients 
had been in psychiatric hospitals. Of these 
254, 107 (42.3 per cent) are now out of 
the hospital; this out-of-hospital figure must 
be reduced to 33.9 per cent, however, because 
8.4 per cent of the patients had never been 
in a mental hospital (table 3). 

The Duke cases show a higher percentage 
of out-of-hospital patients than does the 
State Hospital group. Of the State Hospital 
patients, 26.8 per cent are out of the hos- 
pital. It must be recognized that making an 
out-of-hospital arrangement for patients who 
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Table 3 
Patients Discharged from Hospital 
No. Per 

Classification Patients Cent 
Total cases reported 254 100.0 
Previously hospitalized 233 91.6 
Not previously hospitalized 21 8.4 
Living outside hospital 

postoperatively 107 42.3 
Previously hospitalized patients 

living outside hospital 

postoperatively 86 33.9 


have had an average hospital stay of seven 
vears is often difficult. 

Another criterion of improvement is 
whether in family and psychiatric opinion 
the patient can be regarded as well. Of our 
group, we have considered 28 patients (11 
per cent) as completely recovered. We have 
not included patients that some observers 
might regard as well. For example, a 27 
year old divorced wife, ill for four years, 
with a constant violent excitement that re- 
quired constant isolation or ten attendants 
to avoid serious injury to other patients or 
attendants, has been out of the hospital over 
two years. She has satisfactorily completed 
a beauty-operator course, and is making a 
good social adjustment in spite of divorce 
and the remarriage of her husband. How- 
ever, we do not regard her recovery as com- 
plete, because she is unable to hold a job 
for more than two months. 

If the criterion of hospital management 
is used, the following facts emerge: In one 
group of State Hospital patients (168 cases) 
sixty-three (37.5 per cent) were destructive 
before operation. Following operation, only 
13 or 7 per cent remained destructive. 

The following case illustrates the improve- 
ment following operation, although by no 
stretch of the imagination can the patient 
be regarded as cured. 

A 59 year old man with diagnosis of dementia 
praecox, who has been in the State Hospital twenty- 
five years, was so destructive that two seclusion 
rooms were required for his care. He destroyed alter- 
nate ones on alternate nights, after repair had been 
done during the day. It was estimated that his 
destructiveness cost the state several thousand dol- 
lars a year. He is now able to live comfortably and 
placidly in a county home and, for a time, was able 
to adjust to a boarding home. (He is without fam- 
ily or friends.) 

Of the 168 State Hospital patients, 73 
(43.4 per cent) were assaultive or combative. 
After lobotomy, the number of assaultive or 
combative cases was reduced to 17. That is 
to say, 77 per cent of the combative patients 
were peaceful following operation. 
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Table 4 
Diagnostic Classification of Cases 
No. 
Diagnosis Cases 
Schizophrenia 
Simple ... 7 
Paranoid 95 
Catatonic...... 26 
Hebephrenic 43 
i | ees 171 
Affective Disorders 
Manic oe 17 
Depressive . 19 
Schizo-affective Z 19 
Total 55 
Others 
Obsessive-compulsive disorders a 
Post-encephalitic behavior disorders 4 
Psychomotor epilepsy ... 1 
Heller’s disease 2 
Drug addiction 3 
Psychopathic personality 3 
Anorexia nervosa . BS 2 
Mental deficiency with behavior disorder... 5 
28 
Total . 254 


Diagnostic analysis 

As shown in table 4, 171 of our cases were 
diagnosed as schizophrenia. Of this group, 
64.9 per cent of the patients were regarded 
as improved, 6.4 per cent as recovered, 58.5 
per cent as better, 33.3 per cent as the same, 
and 1.8 per cent as worse. 

There were 55 cases of affective disorders 
(chronic depressive, manics, or schizo-affec- 
tive). Of these patients 29 per cent were re- 
covered after the operation, 49 per cent were 
better, 20 per cent were the same, and 2 per 
cent were worse. It should again be pointed 
out that these cases were chronic. Only 2 
cases were under four years duration, and 
the remainder ranged from five to twenty- 
four years in duration. 

The results in the schizophrenic group are 
classified in table 5. 

Table 5 
Results in 171 Cases of Schizophrenia 
Type Catatonic Hebephrenic Paranoid Simple 


No. Cases 26 43 95 7 
Per 
Results Cent 
tecovered 4 1 5 1 6.4 
Better 16 (61%) 20(46°) 61(64%) 3 58.5 
Same 5 21 28 3 33.3 
Worse 1 1 1 0 1.8 


It has been suggested that the catatonic 
and paranoid patients fare somewhat better 
than hebephrenic. However, the diagnosis in 
these categories is always doubtful. Whether 
the case is classified as paranoid, catatonic, 
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or hebephrenic is often determined by when 
in the course of the illness the diagnosis is 
made, or by whether the observer is struck 
more by one than another feature of the case. 
It is important to note that out of 45 pa- 
tients who were regarded as deteriorated be- 
fore operation, 13, or one-third, are now out 
of the hospital. 

These results in schizophrenia are in ac- 
cord with those of other observers. Freeman 
and Watts report only 33 per cent of the 
patients out of the hospital, but another 33 
. per cent are showing fair improvement. The 
Board of Control (England) reports that of 
their total series of 1000 cases, 24.8 per cent 
of the patients recovered, another 42.8 per 
cent improved, and 24 per cent remained un- 
changed”). The English figures are to be 
viewed with some skepticism, because of the 
large number of patients operated on within 
the first two years of illness (20 per cent) 
who had been ill less than two years. Their 
results in the schizophrenic group show 23 
per cent discharged from hospital, 16 per 
cent recovered, and 63 per cent improved. 
This is contrasted with the English figures 
for the manic-depressive cases, in which the 
discharge rate in 250 cases was 50 per cent 
(note again early operation). 

Our results for the predominantly chronic 
affective disorders are shown in table 6. 


Table 6 


Results in Chronic-Depressive and 
Schizo-Affective Disorders 


(55 Cases) 

Results Per Cent 
SS SEO RSS Re Ot oN noeomeg beac ieee 
Better .... Se a) a ee 
No change PADS Se De are ee 
Worse ee NOREEN. Ts oe eke 2 


It should be noted that a lower improve- 
ment rate in the affective cases than in the 
schizophrenic cases is due to the very much 
higher recovery rate. 

Special types of cases require mention— 
Of 8 cases of obsessive-compulsive neuroses, 
2 patients are completely recovered and 6 
are much improved. Of the 3 drug addicts, 
one remains the same, the second is better, 
and one is well two years later. This case is 
worthy of note: A woman of 50 had been a 
morphine addict for twenty-five years and 
had innumerable hospitalizations for reduc- 
tion in dosage. She was a licensed drug ad- 
dict. Since operation, she has had no drugs 
of any sort for over two years—not even 
antihistamines for an allergic nasal condi- 
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tion. She appears to be cured after twenty- 
five years of morphinism. 

Two children with a diagnosis of child- 
hood schizophrenia or Heller’s Disease have 
been operated upon, and both are improved. 
Slight but insignificant improvement has 
been noted in three children with post-en- 
cephalitic behavior disturbances. One 12 
year old boy showing obsessive-compulsive 
symptoms and violence toward parents and 
instructors, had been unable to attend school 
for five years and seemed destined for in- 
stitutional care. He is now well enough to 
return to school, make very high grades, and 
socialize with other boys. One of two pa- 
tients with anorexia nervosa was markedly 
improved, gaining nearly 100 pounds in 
weight and becoming active after many 
years in bed. The other patient died post- 
operatively. Three mentally deficient patients 
presenting behavior problems were improved 
by operation. 

We have seen active aggressive homosex- 
uality replaced by heterosexual interest in 
one case. Another patient who was a “peep- 
ing Tom” and had served a long penitentiary 
sentence for theft also, was operated upon 
after he had been arrested and violated his 
parole by further “peeping.” He was freed 
of his “peeping” impulses and returned to 
his career as a successful salesman. 


Undesirable Effects 

The occurrence of convulsions either post- 
operatively or later is a matter of concern to 
both the patients and the physicians. In this 
series of 254 cases, 16 patients had seizures. 
Six of these were postoperative, recurring 
immediately or within one month of opera- 
tion; 4 patients had seizures within three 
months, and 5 patients had seizures after 
three months. Our postoperative seizure rate 
is 6.4 per cent. This is higher than that of 
the English series—3.3 per cent—lower than 
that reported by Greenblatt, Arnot, Poppen 
and Chapman—10 per cent, 

A frequent fear of relatives is that the 
patient will be left so lethargic after the 
operation that he will be nothing more than 
a vegetable. In our cases, a significant per- 
centage of our patients have shown increased 
lethargy and loss of initiative. Of those pa- 
tients remaining in hospitals, 50 per cent 
are somewhat inactive. They will respond to 
directions and work or perform such per- 
sonal operations as bathing and combing the 
hair, if directed. Of course, many were in- 
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active before operation. It might be fair to 
estimate that initiative and activity are re- 
duced in 35 to 50 per cent of the unimproved 
or only moderately improved patients. 

We have found urinary incontinence only 
temporary in all but one case out of the 254. 

We have seen only one case in which there 
was abnormal sexuality after operation. This 
man stopped his alcoholism but exposed him- 
self to little girls. 

Report of 30 Cases of Intractable Pain 

Before summarizing our results in the se- 
ries of mental disorders, a report should be 
given on the effect.of prefrontal lobotomy 
in 30 cases of intractable pain, usually re- 
quiring large doses of narcotics which only 
partly relieved the suffering. Twenty-two of 
the operations can be regarded as successful. 
Eight were failures. 

Table 7 


Results in 22 Cases of Intractable Pain 
No. 
Diagnosis Patients 
Thalamic syndrome 4 
with drug addiction 
Trigeminal neuralgia 
with paranoia 


Results 

2 patients relieved; 2 
continued to use drugs 

No relief (Family re- 
ports they would re- 
peat operation) 

18 patients relieved; 1 
remained stuporous un- 
til death; 1 not relieved 
Pain relieved for six 
weeks; patient died in 
an asthmatic attack 17 
months later 

No relief; patient died 
during second loboto- 
my resectioning 2 days 
later 

Marked relief of pain 


Malignant tumors 20 
with drug addiction 


Intractable asthma 


Psychic pain with 
Demerol addiction 


Tabes with drug 
addiction 

Shoulder-hand syn- 
drome and Demerol 
addiction 


Relief of pain; bad 
personality change; 
postoperative hemor- 
rhage (?) 

One of these cases with a thalamic syn- 
drome illustrates a very important reserva- 
tion which must be made in evaluating lo- 
botomies. A 50 year old man was operated 
on, resulting in the relief of the thalamic 
pain. For one year his behavior showed such 
deterioration that it was thought he would 
have to be committed to a state hospital. His 
symptoms then disappeared, and he has been 
well for two years. The opposite has also 
occurred. Relapses do occur after several 
months of apparent recovery. Conversely, 
some of our mental patients have shown sur- 
prising permanent improvement after one to 
two years. These cases cannot be regarded as 
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spontaneous recoveries because of the very 
long duration of the illnesses. 


Summary 

Our results in the first follow-up on 254 
cases of mental illness can be summarized 
as follows: 

1. The complete recovery rate for all cases 
is 11 per cent. 

2. The complete recovery rate in schizo- 
phrenia is 6.4 per cent. 

3. Sufficient recovery to live outside of a 
hospital was achieved by 33.9 per cent of 
the patients. (Another 8 per cent were able 
to continue to live outside of hospital.) 

4. The improvement rate in schizophrenia 
s about 64 per cent. 

5. The improvement rate 
fective states is 78 per cent. 

6. Hospital management is markedly fa- 
cilitated by lobotomy. Seclusion can be abol- 
ished in 70 to 80 per cent of the cases, and 
combative and assaultive behavior abolish- 
ed in 70 per cent of the cases; destructive- 
ness can be abolished in 80 per cent of the 
oases. 

7. Chronic obsessive cases can be markedly 
relieved. 

8. Intractable pain can be relieved in a 
large percentage of cases (70 per cent) and 
narcotic drugs abolished in cases of malig- 
nant physical diseases. 


in chronic af- 


Conclusion 


The literature on lobotomy results has been 
admirably summarized by Milton Green- 
blatt’, and there is no need to repeat it here. 

Freeman and Watts’ sum up the results 
of prefrontal lobotomy as follows: “Taking 
all reports together, it would appear that 
good results are obtained in about one third 
of the cases, fair results in another third, 
while the final third do not respond to the 
treatment.” We believe that our results close- 
ly parallel this experience.. Discharge from 
hospitals seems the best simple criterion for 
results classified as good. To this must be 
added the enormous benefit to state hospitals 
which are already crowded and understaffed 
by the striking reduction in the combative- 
ness and destructiveness of patients remain- 
ing in hospitals. 
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Abstract of Discussion 


Dr. Eben Alexander, Jr. (Winston-Salem): This 
report by Dr. Hohman and his associates represents, 
to my mind, the ideal selection of cases for pre- 
frontal lobotomy. As in any radical approach to a 
neurosurgical problem of this sort, from ruptured 
dises to brain tumors, the basic importance of the 
operative technique is taken for granted. The real 
problem lies in the selection of cases. I cannot, 
therefore, too enthusiastically endorse the strict 
criteria this group has used in selecting cases for 
lobotomy. 

I believe they feel, as I do, that with respect to 
this procedure, which, once done, cannot be revoked, 
one would prefer to commit many sins of omission 
rather than any sins of commission. In other words, 
we would prefer to withhold the operation in cer- 
tain doubtful cases which might be benefited, rather 
than operate needlessly in certain cases without 
adequate indication. 

We all know of lobotomies which have been done 
for relatively mild neuroses—vague, painful condi- 
tions and the like—which have given the procedure 
a rather bad name, This and similar reports repre- 
sent a genuine attempt to establish prefrontal lobot- 
omy on a scientific basis, in its rightful place as a 
useful tool in the hands of the psychiatrist. 

This procedure may be only a temporary expe- 
dient—a valuable and constructive one, to be sure— 
in the therapy of mental disorders, It may be that 
chemical and hormonal therapy will, in time, bring 
greater improvement in the treatment of mental 
disease than this form of therapy. 

Whatever future developments may be, however, 
prefrontal lobotomy has become established in the 
treatment of certain mental diseases, both from the 
point of view of the individual patient, and the point 
of view of the socio-economic structure. I venture 
that many state institutions would be persuaded by 
such convincing figures as these to adopt the pro- 
cedure for economic reasons alone. I believe the 
English, in many places, have taken that for grant- 
ed, feeling that by taking certain patients out of 
back wards and putting them in front wards, they 
could save the state a great deal of money. 

As Dr. Hohman has indicated, the various tech- 
niques used in performing lobotomies have brought 
approximately the same results. 

While we have not performed any large number 
of lobotomies in Winston-Salem, for some time we 
have used the modification of the Lyerly-Poppen 
technique, using the McKenzie leukotone which 
severs about the same number of fibers in the 
frontal lobes through a very small cortical wound. 
We believe that this reduces the number of cases 
subsequently developing epilepsy, without increas- 
ing the incidence of postoperative complications. 





Management of the Epileptic—It has long been 


recognized by experienced clinicians, and, more 
recently, has been shown by electroencephalographic 
studies that attacks are more apt to oceur when 
the mind is vacant than when it is busy, Mental 
concentration therefore is good, not bad, for the 
epileptic, and his education should proceed nor- 
mally. In view of his handicap it is even more im- 
portant for him than for the ordinary person to 
advance his knowledge.—Sir Charles Symonds: 
Management of the Epileptic, Brit. M.J. 2: 1047 
(Nov. 4) 1950. , 
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PSYCHOSOMATIC MEDICINE 


JOHN D. BRADLEY, M.D. 
ASHEVILLE 


Before any understanding of the subject 
is gained or even an intelligent discussion of 
psychosomatic medicine can be carried out, 
the dualistic thinking involved in the dichot- 
omy of mind and body must be discarded. 
The idea that mind and body are separate 
entities, comparable to two trains running 
synchronously along separate tracks with no 
connection between, after the fashion of the 
parallelism of Descartes, is untenable to any- 
one who has made even a superficial study 
of this subject. 

This is especially true when we deal with 
the emotions, which play the most important 
role in psychosomatic medicine. When we use 
such words as fear, hostility, anxiety, sad- 
ness, and depression, we are merely express- 
ing symbolically feeling tones experienced by 
the body. Certainly infants and animals ex- 
perience emotions without having the sym- 
bolic expression of language to designate 
them. With the development of newer scien- 
tific methods of investigation, we are learn- 
ing that definite changes take place in the 
intra- and extra- cellular structures of the 
body when an emotion is experienced. It 
might be that in the future we can designate 
fear as, for instance, so many milligrams of 
circulating epinephrine, certain measurable 
changes in the other endocrine secretions, 
changes in the diameter of the blood vessels, 
or the like. In the present light of scientific 
research both in psychology and in medicine, 
the dualistic concept of mind and body is 
gradually being replaced by the more accur- 
ate monistic approach. For lack of a better 
term, “psychosomatic medicine” is employ- 
ed; ‘“somatopsychic medicine” might serve 
equally well. 

Etiologic Factors in Disease 

In the etiologic study of disease, at least 
four factors must be considered. Stanley 
Cobb has designated these as genogenic, his- 
togenic, chemogenic, and psychogenic”). Ex- 
amples of almost exclusively hereditary or 
genogenic diseases are hemophilia, certain of 
the familial neurologic diseases, and the like. 
Hippocrates noted a connection between tem- 
perament and the body in his choleric, melan- 
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cholic, and sanguine types. In modern times, 
these observations have been studied more 
scientifically by Kretschmer and Shelton. 

Histogenic or cellular diseases are exem- 
plified by tumors and the infections. Chemo- 
genic diseases might be thought of as those 
produced by chemical poisoning, such as car- 
bon monoxide and bichloride of mercury. 
Among the almost purely psychogenic dis- 
eases may be listed syncope, acute “air raid’ 
ulcers, and certain hysterical phenomena. 
It should be emphasized that all the afore- 
mentioned factors play a part, to a varying 
degree, in the production of disease. In psy- 
chosomatic diseases it is thought that psy- 
chogenic factors play a prominent part, but 
not necessarily the whole etiologic role. 


Development of the Concept of 
Psychosomatic Medicine 

Psychosomatic medicine is defined by Stan- 
ley Cobb as a “clinical field involving the 
study of abnormal functions set going by 
emotional stimulation of any system in the 
body and the study of lesions caused by ab- 
normal functions.”*) With the exception of 
the observations by the ancients, such as 
Plato and Hippocrates, very little scientific 
evidence of psychogenic disease was observ- 
ed until modern times. Hunter’s remark that 
his life was in the hands of any fool who 
cared to make him angry is classical. Graves 
noted among soldiers under prolonged stress 
the development of the disease which now 
bears his name. In the field of psychology 
and psychiatry, the names of Freud and 
Meyer stand out prominently. Freud, in his 
neurologic studies, and especially in his un- 
raveling of the mysteries of hysteria and 
the unconscious, made many profound ob- 
servations concerning the effect of emotional 
stress upon the body. Meyer’s psychobiologic 
approach to the study of disease bore much 
scientific fruit. In 1907 Kreibich produced 
a blister by hypnosis), a feat which has been 
repeated since by other investigators. In 1915 
Cannon published a monumental work enti- 
tled Bodily Changes in Pain, Fear, Hunger 
and Rage. His studies on the autonomic ner- 
vous system, especially those on the sympa- 
thetic system and the hypothalamus, did 
much to close the gap between the former 
concepts of mind and body. Wolf had the re- 
markable opportunity of watching the gen- 
esis of peptic ulcer in man’. He observed di- 
rectly the effects of emotion upon the gastric 
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mucosa through a surgical wound in a man 
whose esophagus had been obliterated. 

A partial list of modern psychosomatists 
includes the names of Cobb, Dunbar, Weiss, 
English, van Ophuijsen, French, Alexander, 
Selye, Long, Sawyer, Thorn, and others. 
What Cannon contributed in his studies on 
the autonomic nervous system is paralleled 
by Selye’ and others, in the field of endocri- 
nology in their studies of the pituitary adre- 
nal system and its effect upon diseases—des- 
ignated by Selye as “diseases of adaptation.” 

Among the diseases which are probably 
influenced by the emotions are: 

Gastrointestinal system: gastric ulcer, 
cardiospasm, anorexia nervosa, nausea and 
vomiting (including the nausea and vomit- 
ing of pregnancy), bulimia, diarrhea, spas- 
tic colitis, mucous colitis. 

Respiratory system: bronchial asthma. 

Cardiovascular system: Irregularities in 
the action of the heart (tachycardia and 
arrhythmia), essential hypertension, angina 
pectoris (coronary occlusion), headache (mi- 
graine), allergy, Buerger’s and Raynaud’s 
diseases. 

Skin: Neurodermatitis, allergy, disturb- 
ances of function (sweating, etc.). 

Metabolic and endocrine systems: Hyper- 
thyroidism, diabetes, so-called “menopausal 
syndrome,” menstrual disturbances (dysmen- 
orrhea, amenorrhea, menorrhagia, etc.). 

Genitourinary system: Vaginismus and 
dysparunia, ureteral spasm, sphincter dis- 
turbances, impotence and frigidity. 

Steletomuscular system: Rheumatoid ar- 
thritis, fractures (“‘accident proness’’), bur- 
sitis, torticollis. 

Nervous system: Convulsive disorders, 
multiple sclerosis, disturbances of the vege- 
tative nervous system. 

Eye, ears, nose and throat: 
photophobia, tinnitus, sinusitis. 


Glaucoma, 


The Effects of Repression 

According to Alexander, “Psychosomatic 
research deals with processes in which cer- 
tain links in the causal chain lend them- 
selves at the present state of our knowledge 
more readily to a study by psychological 
than physiological methods, since the detail- 
ed investigation of emotions as brain pro- 
cesses is not far enough advanced.” Figure 
1, which is a very rough diagrammatic re- 
presentation, illustrates the fate of an im- 
pulse when unacceptable primitive drives at- 
tempt to reach consciousness, and repressive 
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PRIMITIVE “Yop 
ID ( oaves fro} — 
IMPULSES 


FATE OF IMPULSE 
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3- PARTIAL REPRESSION (SUPPRESSION) 
TENSION ANXIETY—SYMPATHETIC N.S. 
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FORM (CONVERSION, etc)—PSYCHONEUROSES 
5-RETREAT FROM IMPULSE —————PARASYMPATHETIC NS. 
6-DISINTEGRATION OF REPRESSIVE FORCES——-PSYCHOSES 


Figure 1. 

















NO SYMPTOMS 
NO SYMPTOMS 


forces are brought about by the super-ego, 
or conscience. If these drives persist, a sub- 
jective feeling of tension or anxiety ensues. 
If the impulse is expressed and accepted, 
usually no symptoms result. If there is com- 
plete repression of the impulse, usually no 
symptoms result. However, if it is only par- 
tially repressed or suppressed, the tension 
and anxiety previously described, occurs and, 
if sustained, produce changes in the body, 
probably largely by way of the sympathetic 
nervous system. If the impulse emerges in 
a disguised form or one more acceptable to 
the conscience, then such neuroses as con- 
version hysteria and the like ensue. If the 
individual (for lack of a better term) re- 
treats from the impulse or unconsciously 
ignores certain stress situations, the para- 
sympathetic nervous system is apparently 
stimulated, and symptoms resulting from its 
relative overactivity follow. If there is a 
complete disintegration of the repressive 
forces, then, of course, psychoses result. 
The physiologic functions or responses of 
the body affected by psychologic influences 
are roughly three in number. The first re- 
sponse is voluntary. A person is hungry, he 
voluntarily walks toward food, and reaches 
out his hand for it. A second response by 
way of expressive innervations is exempli- 
fied by crying and laughing, as a result of 
stimulation of the nerves to the eye and 
facial muscles. A third method of response 
is by way of the vegetative nervous system— 
for instance, the increase in the blood pres- 
sure in response to fear. Long sustained 
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vegetative responses, due either to conscious 
or unconscious emotions, seem productive to 
disease. 


Response of the Autonomic Nervous 
System 


Figure 2 graphically, if not too accurately, 
summarizes the psychophysiologic response 
of the autonomic nervous system, whuse nor- 
mal function is to maintain homeostasis 
within the body. Hostile or aggressive ten- 
dencies stimulate the sympathetic nervous 
system, setting off what Cannon describes 
as the “fight or flight emergency mechan- 
ism,” which is largely catabolic in nature. 
If these tendencies are not expressed, but 
are rather suppressed or partially repressed 
over long periods of time, such diseases as 
cephalalgia, hypertension, diabetes, thyrotox- 
icosis, and probably rheumatoid arthritis may 
follow. On the other hand, if there seems to 
be a withdrawal from outwardly directed 
activity—or, expressed otherwise, a psycho- 
logic regression—which tends to occur in de- 
pendent people, the parasympathetic system, 
which is largely anabolic in function, takes 
over. If this regression or “vegetative re- 
treat” is continued over a long period, such 
diseases as dysfunction of the gastrointes- 
tinal tract, gastric ulcer, diarrhea, mucous 
and ulcerative colitis, asthma, and fatigue 
states may result. It must not be overlooked 
that compensation and counter-compensation 
interreactions between the sympathetic and 
parasympathetic nervous system occur in an 
attempt at maintaining homeostasis, and the 
end result is not exclusively a picture of 
overactivity of either one of these systems. 
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GENERAL ADAPTATION SYNDROME (SELYE - /946) 
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Figure 3. 


I have in mind a patient who probably has 
both psychosomatic hypertension and mu- 
cous colitis. 


The “General Adaptation Syndrome” 


Until recently we have stated schematic- 
ally the production of psychosomatic disease 
as follows: problem situation —————> dis- 
turbed emotional state > production 
of factor X > reaction of factor X on 
the most inadequate organ system —————> 
psychosomatic disease (Greenhill'*’). With 
the monumental work of Selye and his con- 
cept of the “general adaptation syndrome” 
(1946) factor X is becoming less of an un- 
known quantity. 

By animal experimentation and correla- 
tion in human physiology, Selye, Thorn"? 
and others have demonstrated a nonspecific 
systemic reaction of the body. His general 
adaptation syndrome is again simplified and 
graphically represented in figure 3. Accord- 
ing to Selye’s observation, the body reacts 
to stress, whatever its nature—whether psy- 
chic, traumatic, cold, chemical, or bacterial 
—in a certain pattern. He divides this into 
three stages—the alarm reaction, the stage 
of resistance or adaptation, and the stage of 
exhaustion or depletion. 

The first phase or alarm reaction is di- 
vided into the shock and the counter-shock 
phases. Under the influence of catabolic me- 
tabolites, the body reacts with tachycardia, 
decrease in temperature, decrease in muscle 
tone, gastric and intestinal ulcers, edema, 
hemoconcentration, anuria, hypochlorhydria, 
leukopenia followed by leukocytosis, hyper- 
glycemia soon followed by hypoglycemia, 
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and the liberation of epinephrine from the 
adrenal medulla. 

Stimulation of the pituitary adrenal sys- 
tem by the metabolites in the shock phase 
initiates the counter-shock phase, wherein 
occurs a reversal of the changes in the shock 
phase, with an increase in the size of the 
adrenal cortex and a decrease in size of the 
thymus and lymphatic structures. This is 
soon followed by the stage of resistance or 
adaptation which is largely under the influ- 
ence of the adreno-cortical hormone. This is 
not a static state, and if the altered homeo- 
stasis is continued, the diseases of adapta- 
tion ensue. If the stress is overwhelming or 
continued, then the stage of exhaustion, with 
a depletion of what Selye calls “adaptation 
energy,” follows. There is then a recurrence 
of the alarm reaction, and death occurs. 

Surgical shock is an example of the alarm 
reaction. The acute ulcers seen in air raids 
(the so-called “air raid ulcers’) are a man- 
ifestation of the alarm reaction. Under pro- 
longed stress Selye has produced such dis- 
eases as hypertension, periarteritis nodosa, 
nephrosclerosis, myocardial lesions, rheu- 
matic diseases, and others. By such scien- 
tific methods as ablation and substitution 
therapy along the pituitary adrenal chain, 
he has demonstrated the function and the 
importance of ACTH and ACH in the pro- 
duction and treatment of the diseases of 
adaptation. 

The Effects of Stress 

The probable chain of events is illustrated 
graphically in figure 4, which is a summary 
of Selye’s observation as well as those added 
by Long”, Sawyer") and others. Stress, ei- 
ther specific or nonspecific, seems to influ- 
ence the hypothalamus. It, in turn, stimu- 
lates the sympathetic nervous system with 
the secretion of epinephrine from the adrenal 
medulla, which acts on the anterior pitui- 
tary. There seems to be a more direct path- 
way, known as the humoral or portal sys- 
tem, between the hypothalamus and anterior 
pituitary gland, which is not necessarily de- 
pendent upon neural or vascular connections 
between the two structures. The effect of 
the hypothalamus upon the anterior pitui- 
tary gland has been demonstrated after abla- 
tion of the latter and intraocular and intra- 
splenic implantation of its tissue in experi- 
mental animals (rats)''*. Thus, under the 
influence of stress the anterior pituitary is 
stimulated to secrete ACTH as well as other 
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trophic hormones. ACTH stimulates the 
adrenal cortex to produce adreno-cortical 
hormones, which react at a cellular level on 
cellular metabolism. The exact mechanism, 
especially in the production of diseases, is 
not known. Selye postulates that under con- 
tinued stress mineralo-steroids are secreted 
in excessive amounts rather than the gluco- 
steroids which bring about beneficial results. 


The Production of Psychosomatic Disease 


Figure 5 is an extremely simplified sum- 
mary of the present theories concerning the 
production of psychosomatic diseases. Either 
external or internal stimuli or both might 
react, by way of the cortex or lower centers, 
upon the hypothalamus, which, in turn, stim- 
ulates the autonomic and pituitary adrenal 
system. Through their interreaction, follow- 
ed by certain neuro-endocrine dysfunctions, 
psychosomatic diseases—or, if you prefer, 
Selye’s “diseases of adaptation’’—are pro- 
duced. 


Summary and Conclusion 
A brief history of the development and 
present day concept of psychosomatic med- 
icine, and a brief summary of the fairly well 
established pathologic mechanisms have been 
presented. 
It might be said that life itself is a con- - 
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stant state of adaptation to the external and 
internal environment of the organism. Be- 
sides the chemical, cellular, and hereditary 
factors, emotional stresses are considered 
important in the production of disease. With 
the advent of the newer specific drugs, more 
and more people will die of the so-called dis- 
eases of adaptation, which, it is estimated, 
already account for about 50 per cent of 
deaths. 

The treatment and prevention of these 
diseases is becoming one of the foremost 
problems in modern medicine. An under- 
standing of emotional factors and their neu- 
ro-endocrinologic pathologic effects is a nec- 
essary part of the training and armamentar- 
ium of the modern physician. The holistic 
approach to the study and treatment of dis- 
eases cannot be overemphasized. Today, as 
over two thousand years ago, the observa- 
tion made by Plato still holds true: “For 
this is the great error of our day in the 
treatment of the human body, that the phy- 
sician separates the soul from the body.” 
(Dialogues, 380 B.C.). 
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PEDIATRICS IN GENERAL PRACTICE 


JOHN R. BENDER, M.D. 
WINSTON-SALEM 


General practitioners, along with pediatri- 
cians and public health workers, are taking 
full advantage of improvements in re- 
search, teaching, drugs and antibiotics, and 
are cooperating with the allied general nurs- 
ing and public health professions to reduce 
and eradicate many former killers. Infant 
mortality has dropped from 76 deaths under 
one year of age per thousand live births in 
1921, to 32 per thousand in 1947. In 1900 
the death rate among preschool children was 
20 deaths per thousand population; by 1945, 
this figure had dropped to one death per 
thousand population. Also, maternal deaths 
have dropped 74 per cent within the past 
three decades. 

Today, however, there are sections of the 
country where infant mortality is above the 
national average of a generation ago, and in 
some of the rural sections the very diseases 
that modern science is best able to prevent 
take a high death toll. It is estimated that 
13,000,000 children, or one-third of the 
total child population of the country, live 
in these isolated rural areas where the pre- 
school child receives about one-fourth as 
much health supervision as the child in the 
urban center. In the twelve largest metro- 
politan centers of the United States there are 
six physicians for every thousand children, 
whereas in isolated rural counties there is 
only one physician per thousand children; 
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and, of course, this one physician is a gen- 
eral practitioner. Moreover, despite the fact 
that more than all his time could well be de- 
voted to adults, at least one-third of the 
general practitioner’s daily work is in pedi- 
atrics”, 

The American Academy of Pediatrics and 
the American Academy of General Practice 
should join their efforts and use every means 
available to abolish the serious gap in the 
distribution of medical care in rural areas 
as contrasted to that at urban centers. About 
one-half of the pediatricians perform minor 
operations on their own patients, about 20 
per cent set fractures, and about 10 per cent 
do tonsillectomies. This being true, the pedi- 
atrician should have no fear of an inadequate 
volume of pediatric practice in rural areas. 

One of the most notable conclusions of the 
Report of the Committee for Improvement of 
Child Health of the American Academy of 
Pediatrics was: 

“The need for more physicians who are well- 
trained in medical care and health supervision of 
children. This need can be met only by strengthened 
pediatric education in medical schools and hospitals 
for undergraduates and graduates, for general prac- 
titioners, and specialists; and, by bringing the bene- 
fit of this teaching to the child, wherever he is.’’*) 


Rh Factor 


The several forms of erythroblastosis 
fetalis are more commonly grouped under 
the single term “hemolytic disease of the 
newborn.” Some of these infants are mark- 
edly anemic and die within twenty-four hours 
after birth. Erythroblastosis occurs about 
once in every 200 deliveries Every preg- 
nant woman should be tested for the Rh 
factor, and if she is Rh-negative, her hus- 
band should be checked also. If one mate is 
Rh-negative and the other Rh-positive, the 
patient’s serum should be re-checked for 
antibodies at about the thirtieth and thirty- 
fourth weeks of pregnancy, and appropriate 
advice regarding the possibility of an ery- 
throblastic infant should be given the po- 
tential parents. 

It is the physician’s responsibility, at the 
time of birth, to determine whether or not 
the infant has erythroblastosis. He can do 
this by examining the blood from the um- 
bilical vein. The general practitioner should 
not consider these cases lightly. If adequate 
hospital or clinical facilities are not near at 
hand, he should refer a pregnant mother and 
her unborn child to a colleague who can ren- 
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der proper, adequate, and appropriate treat- 
ment during the last trimester of pregnancy. 


Allergic Manifestations 

The physician is never more considered as 
an angel of mercy than when he quiets the 
midnight cries of a colicky little infant. A 
careful perusal of the family history will 
often lead to the diagnosis. “An infant born 
to allergic parents is an excellent candidate 
for allergy in its earliest form — namely 
colic.”"*) An examination of the colicky in- 
fant may reveal such associated signs and 
‘symptoms as nasal blockage or discharge, 
rattling sounds in the throat, excessive slob- 
bering or vomiting, sleeplessness and rest- 
lessness, thumb-sucking, nasal rubbing, anxi- 
ous expression, and abdominal distention, 
excessive gas, mucus in the stools, hyper- 
sensitiveness associated with a rash about 
the face and neck, and perhaps constipation 
or diarrhea. It is of little benefit to give a 
diagnosis of gastrointestinal allergy, how- 
ever, if the baby’s symptoms persist and his 
screams never cease. Here, perhaps more 
than anywhere else, diagnosis is secondary 
and symptomatic treatment paramount. 

The general practitioner should be fa- 
miliar with the feeding habits of the baby. 
If it is breast-fed, he should suspect that 
some specific food in the mother’s diet is the 
offending allergen and recommend that it 
be avoided. Mother’s milk, per se, rarely 
causes colic or hypersensitivity. On the other 
hand, cow’s milk is a frequent offender. In 
bottle-fed, colicky babies, the physician must 
ascertain whether or not the flow of milk 
is too slow or too rapid, whether improve- 
ment follows a change in the carbohydrate 
content of the diet, and whether or not an 
atmosphere of calm prevails around the in- 
fant. If careful attention to these factors 
has been to no avail, it is perhaps wise to 
try denatured cows’ milk (such as Similac), 
a formula of low milk fat content, or a 
change in the protein content by the use of 
a vegetable milk such as Mull-Soy. It may 
even be necessary in a few instances to avoid 
all milk formulas entirely. 

While attempting to find the formula to 
fit the child, the general practitioner should 
also take advantage of the antispasmodics 
and sedatives along with the old-fashioned 
use of hot water bottles. Small portions of 
warm soda bicarbonate water given orally, 
or as an enema with the application of tur- 


pentine stupes, and, where propriety does not - 
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prohibit, a few drops of warm whiskey may 
sometimes prove helpful. If the baby fails to 
respond to any of these measures in the ar- 
mamentarium of folklore and general prac- 
tice, and the colicky symptoms fail to abate, 
it is a good policy to refer the patient to the 
pediatrician whom one most dislikes. 


Prematurity 

Prematurity still tops the list as the cause 
of death in the pediatric age group and 
constitutes a major challenge in the field of 
preventive medicine. North Carolina can 
boast about many of its health achievements, 
but when we review the vital statistics from 
the State Board of Health in infant mortal- 
ity, the picture takes on a gloomy hue. This 
truly is a phase of medicine in which the 
obstetrician, pediatrician, and general prac- 
titioner should work closely and harmonious- 
ly together toward the common goal of fewer 
stillbirths and a reduced infant mortality. 


Immunization and Childhood Diseases 


In the field of infectious and contagious 
diseases, commonly spoken of as “the usual 
childhood diseases,” whooping cough re- 
mains one of the most common and most 
dangerous. It kills about 25 per cent of its 
victims under 1 year of age, and has shown 
a definite increase within the past few years. 
This clearly indicates that the general pub- 
lic and physicians alike are becoming care- 
less regarding their public health responsi- 
bilities to children. Neither organized medi- 
cine nor public health services can prevent 
deaths due to negligence. The general prac- 
titioner should devote his time and energies 
to such commonplace diseases as whooping 
cough, diphtheria, scarlet fever, and measles. 
These diseases are all killers, and could be 
eradicated completely if every general prac- 
titioner made a determined effort to see that 
every child in his clientele had proper and 
adequate immunization. Intelligent parents 
are as anxious as public health authorities 
to have their children actively immunized 
against the common infections. Failure to 
have this done places the blame squarely 
on the shoulders of the family physician. 

While complete immunization against 
measles has not been achieved, temporary 
passive immunity can be obtained by the 
use of immune serum globulin. This serum 
can be secured from the State Board of 
Health at no charge, and should be readily 
available in every physician’s office. 
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Although no specific prophylactic and ther- 
apeutic measures have been developed for 
chickenpox, this common childhood infection 
is usually insignificant, and requires only 
symptomatic treatment and proper hygienic 
care to lessen the chance of infection of the 
vesicles or contamination of the eyes. 

The hyper-immune or convalescent serum, 
formerly used in treatment of scarlet fever, 
was effective in reducing complications; but 
today, chemotherapeutic agents and anti- 
biotics have a wider range of practical value. 
Aureomycin, if employed early enough after 
the onset of a streptococcic infection, seems 
to reduce the infection and toxic sequelae. 
If these diseases end by crisis soon after the 
administration of antibiotic medication, we 
must not forget that these patients are par- 
ticularly susceptible to reinfection. They 
should have a prophylactic period of isola- 
tion, with the continued administration of 
the antibiotic for eight to ten days. 

Typhoid immunization entails little risk 
to children, and, with the present-day inter- 
mingling of children in the public schools, 
summer resorts, day camps, and the like, 
general immunization programs should be 
made a routine practice, at least once every 
three years. Better still is an annual booster 
dose of vaccine. 


Although tetanus has lost some of its pre- 
vious horror, it still holds a mortality rate of 
from 20 to 25 per cent. No physician needs 
to encounter more than one death from this 
cause to convince him of its horror. Since the 
combined vaccines of diphtheria, pertussis, 
and tetanus seem to be synergistic and pro- 
duce a better immunity at no greater risk 
than single antigens separately employed, 
multiple immunization is advisable for all 
children in early infancy. The best age for 
the initial dose of the combined vaccine is not 
later than the sixth month of life. 


When immunization against any disease 
is attempted, it should not be begun before 
the third or fourth month of life, and four 
monthly injections are recommended. Small- 
pox vaccine should not be given until com- 
pletion of the basic immunizations against 
diphtheria, tetanus, and pertussis. With im- 
proved vaccines, improved techniques, and 
greater care in history-taking, reactions of 
serious proportions have been greatly re- 
duced, and only rarely does a case of encepha- 
litis appear. If a severe reaction follows the 
first immunization dose, further immuniza- 
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tion is contraindicated. Immunization should 
never be carried out in the presence of an 
infection, impetigo, furunculosis, asthma, or 
generalized eczema. 


Febrile Conditions 

I know of no condition in pediatrics which 
produces more acute concern to the mother 
and family than febrile convulsions. While 
convulsions are not uncommon in children 
with a sudden high temperature, this con- 
dition should not be minimized or labeled as 
“merely coming from an upset stomach.” 
Peterman” found that less than 2 per cent 
of 25,000 patients admitted to the Milwaukee 
Children’s Hospital had febrile convulsions, 
and Buchanan"? states that the child with a 
history of even one convulsion has demon- 
strated that his cortex is less stable than that 
of his fellows. It has been clinically proven 
that from 15 to 20 per cent of the children 
who have convulsions associated with fever, 
have spontaneous attacks later in life. Len- 
nox" says that febrile convulsions differ as 
a disease from epilepsy only with respect to 
severity ; there is no real difference in dura- 
tion. 

Regardless of the cause and nature of the 
convulsions, the immediate treatment is re- 
duction of fever. One or more of the time- 
honored methods of antipyretic therapy 
should be undertaken, and if the child is in 
an active convulsive seizure, sedatives, anti- 
spasmodics and perhaps synthetic narcotics 
should be administered. A thorough study of 
the disease should be made later to provide 
an adequate diagnosis as a necessary guide 
for proper treatment. 


Fluid Balance 

Infants and children have a delicate elec- 
trolyte balance, and dehydration is a problem 
not only of negative water balance but also 
of electrolyte imbalance. Children suffering 
from dehydration may be divided into two 
groups: (1) those in whom the primary dis- 
turbance is deficiency of water; and (2) 
those in whom the primary disturbance is 
electrolyte imbalance. Diagnosis of the first 
group is relatively simple in that the findings 
are characterized subjectively by thirst and 
objectively by water loss. Children in the 
second group are usually in a state of collapse 
due to circulatory disturbances. They show 
apathy, weakness, somnolence, anorexia, 
nausea in variable degrees. and a fall of the 
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systolic blood pressure. At this stage, the 
urine output is low, and anuria may be pre- 
sent. 

The practical clinical approach to dehy- 
dration is to consider the mode of onset, 
duration, amount of fluid loss, degree of 
thirst, and ability of oral fluid retention. The 
degree of dehydration can be determined by 
noting the dryness of the tongue, elasticity 
of the skin, condition of the eyes, and the 
presence or absence of edema. Unless proper 
therapy is instituted immediately, these 
patients rapidly grow worse and die. In the 
last analysis, recovery depends on adequate 
renal function to assist in eliminating the 
metabolic waste products of the body. 

With the advent of hyaluronidase, fluids 
can be administered subcutaneously as ef- 
fectively as intravenously, and perhaps with 
less risk of shock or cardiac stress. Ringer’s 
solution is valuable in instances of dehydra- 
tion acidosis. Large amounts of this solution 
can be given to combat acidosis and, at the 
same time, to provide adequate fluid. It 
should be remembered that dextrose solutions 
are of no value in replacing electrolyte loss, 
and the administration of these solutions 
contributes to the collapse or shock of the 
patient. Since dextrose solutions do spare 
the protein catabolism and help to prevent 
the formation of ketogenic acid, they should 
be administered with normal saline or lac- 
tated Ringer’s solution after the patient has 
recovered from shock. 


Gastrointestinal Disturbances 

One of the most important causes of de- 
hydration in infants is infectious diarrheas. 
In these cases, all possible means should be 
utilized to remove the cause and allay the 
irritability of the intestinal tract. Numerous 
reports concerning the treatment of diar- 
rhea with pectin or a combination of pectin 
and some other therapeutic substance, have 
appeared from time to time. Pectin is hy- 
drolyzed by the enzymatic action of the gas- 
trointestinal tract, and combines with the 
toxic substances to render them innocuous. 
It also has a demulcent effect on the inflamed 
mucous membrame. Kaolin, which is chiefly 
hydrolyzed aluminum salicylate, is soluble in 
water, acids, and alkalis, and passes through 
the intestinal tract unchanged. Due to its 


absorptive powers, it removes toxins, bac- 
teria, and gases from the intestinal canal, 
and at the same time provides a protective 
coating for intestinal lesions. ; 
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Sulfaguanidine, because of its low rate of 
absorption and the high concentration of the 
drug which remains in the intestinal canal, 
is highly satisfactory in the treatment of 
various intestinal infections of bacterial 
origin. Sulfaguanidine, combined in a 
balanced formula with pectin and Kaolin in 
a palatable vehicle containing aromatics and 
carminatives, is a preparation which has a 
definite place in the pediatric practice. Such 
a product is commercially available under the 
trade name of Paoguan, and can be admin- 
istered in teaspoonful doses per kilogram of 
body weight every four to six hours as long 
as the diarrhea persists. 


Rickettsial Diseases 


Recently much attention has been given 
to Rickettsial diseases, of which Rocky 
Mountain spotted fever, typhus fever, and 
scrub typhus are perhaps the most signifi- 
cant. A vaccine against Rocky Mountain 
spotted fever is now available. It may be 
given in doses of 0.5 to 1 ec. to children 
under 12 years of age and in doses of 1 ce. 
to adults. Three subcutaneous injections 
should be given at intervals of a week or 
ten days, and yearly booster immunizations 
are recommended. It may be used where 
this disease is prevalent. In North Caro- 
lina 88 cases of the, disease were reported 
in 1947, and 74 cases in 1948. We should 
take every precaution against tick bites 
which, of course, is primarily “to stay out 
of the woods.” Those infected with the 
disease, should be watched closely for signs 
of peripheral circulatory failure. Good 
nursing care in a hospital is almost im- 
perative. Good results have been obtained 
with the antibiotics, Chloromycetin perhaps 
being the drug of choice. 


Poliomyelitis 

Poliomyelitis is perhaps the most dreaded 
of the virus disease, and we have no safe 
method of producing immunity against it. 
Since there are several distinct strains of 
the polio virus, it is evident that any im- 
munizing agent must be polyvalent. Natural 
immunity, fortunately, is widespread. 

Until paralysis appears, no symptom is 
pathognomonic of poliomyelitis, though cases 
without paralysis may be diagnosed early 
and proper treatment instituted. The three 
phases of acute poliomyelitis are as follows: 
First is the prodromal phase, in which there 
is a sudden onset of headache, pain in the 
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back and limbs, fever, vomiting, and perhaps 
myalgia. At this point, the condition is in- 
distinguishable from any acute infectious 
disease. There is no mental confusion or 
restlessness. If sore throat is the complaint, 
the diagnosis may be, and usually is, pha- 
ryngitis, tonsillitis, or common coryza. Sec- 
ond is the meningeal phase, which usually be- 
gins two or three days after fever is estab- 
lished. During this period weakness becomes 
obvious. When muscular rigidity of the neck, 
spine and limbs, and variation in reflexes are 
present, a presumptive diagnosis of acute 
poliomyelitis is justified, and proper thera- 
peutic measures should be instituted. The 
third, or paralytic phase, is usually mani- 
fested on the second or third day after the 
meningeal invasion. Muscle tenderness and 
dimunition or loss of deep reflexes signal 
the approach of flaccid paralysis. Progress 
of the paralysis is usually rapid. 

Acute infections of the bones and joints, 
causing pseudo-paralysis, may be distin- 
guished from polio in that pain associated 
with the former disease is articulate, and 
neighboring muscles are in a state of reflex 
spasmodic contraction, not of flaccid 
paralysis. 

In every instance where poliomyelitis is 
suspected, the patient should have the bene- 
fit of a spinal tap and spinal fluid examina- 
tion. This procedure requires no elaborate 
skill, and is about as easily performed as is 
an intravenous puncture or infusion. A rel- 
atively accurate estimate of the number of 
cells can be made by drawing the undiluted 
spinal fluid into the white blood cell count- 
‘ing pipette, then ejecting it upon the white 
cell counting chamber. The cell differential 
can be made from the counting chamber at 
the bedside if the high power lens of the 
microscope is used, and the relative number 
of lymphocytes determined. In every ques- 
tionable case, the patient should have the 
benefit of a pediatric consultation, and should 
be transferred to a polio hospital if this step 
is indicated. 

Rheumatic Fever 

Among preschool age children, there is 
perhaps no single disease more serious than 
rheumatic fever. Rheumatic fever, with sub- 
sequent rheumatic heart disease, is a major 
public health problem; and, according to 
MeMillan and Jones’, it is overlooked far 
more frequently than it is recognized. Esti- 
mates show that in our present population 
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there are 3 cases of rheumatic heart disease 
for every hundred persons under the age of 
20, and 8 cases per thousand persons in the 
40 to 50 age group. Rheumatie fever is 
known to be world-wide, but recently there 
has been a shift in the geographic distribu- 
tion of the disease. Studies by McMillan and 
Jones revealed that the incidence of rheu-” 
matic fever and rheumatic heart disease is 
higher in certain areas of the South, notably 
the foothills and mountain areas of North 
Carolina and Alabama, than in any other 
section of the United States. 

Because rheumatic fever is essentially a 
disease of the heart, every physician who 
practices any form of pediatrics should be 
ever alert to this condition and give to it the 
intensive study it deserves. It has been dem- 
onstrated that in the South rheumatic fever 
presents few of the usual characteristics of 
the disease, and thus it requires careful seru- 
tiny for proper diagnosis. 

The etiology of rheumatic fever appears 
to be a manifestation of atypical activity on 
the part of certain human hosts when ex- 
posed to external stimuli, particularly infec- 
tions with group A, beta hemolytic strepto- 
cocci. This places it among the so-called 
“collagen diseases,’ with hypersensitivity as 
an important element. 

Three aspects of the prophylaxis of rheu- 
matic fever must be considered: (1), pre- 
vention of the first attack; (2), prevention 
of a recurrent attack; and (3), prevention of 
cardiovascular damage during an acute at- 
tack. Preliminary reports seem favorable to 
the efficacy of penicillin troches for prevent- 
ing infection by hemolytic streptococci, and 
Kahn" recently reported the results of a 
three-year study of the prevention of rheu- 
matic fever by the administration of oral 
penicillin. He found a recurrent rate of from 
40 to 50 per cent in patients who were not 
treated with penicillin, in contrast to no re- 
currence in the treated patients. A suggested 
schedule of administration, found most ef- 
fective, was 800,000 units per day for the 
first seven days of the month. 

Studies have shown that if penicillin is 
given within four days after the onset of 
an acute streptococcal infection, the chances 
of preventing the ensuing attack of rheu- 
matic fever are good. It is that 
aureomycin may be a more reliable prophy- 
lactic drug for rheumatic fever because it is 
believed to be less apt to promote the devel- 
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opment of resistant strains of streptococci. 
The best approach to the control of rheu- 
matic fever and rheumatic heart disease is 
to prevent an acute attack by administering 
penicillin at the onset of any streptococcal 
infection and to prevent recurrent attack by 
the use of sulfonamides, penicillin, or aureo- 
mycin. 
Psychic Problems 

Irrespective of the seriousness of rheu- 
matic fever, infantile paralysis, infectious 
diseases, and other ailments commonly seen 
in pediatrics, no problem is perhaps more 
serious or more neglected than the psychic 
or emotional factor which is certainly pres- 
ent in every growing child. Such habits as 
grinding the teeth, biting the nails, bed-wet- 
ting, night cries, and temper tantrums are 
fairly common during childhood. The extent 
of the habit depends upon the psychic fac- 
tors underlying the child’s development. A 
child, taught or untaught, will incorporate 
into his behavior the marked characteristics 
of the adults around him. 

Emphasis should be placed upon the psy- 
chologic aspect of the child’s home situa- 
tion. Children grind their teeth because they 
want to bite something—a desire due to hos- 
tility. The habit is an outward manifesta- 
tion of the normal child’s aggressiveness 
when he becomes frustrated. If he bites the 
parent, he is punished; therefore, in fear of 
punishment, he bites himself. When this does 
not bring acceptable results, he expresses his 
rage in such refinements as grinding his 
teeth, throwing temper tantrums, bouncing 
his head on the floor, holding his breath, or 
some other method of self-punishment. The 
child’s real needs are for more affection and 
understanding, and the physician must pro- 
ject himself into the child’s emotional situa- 
tion and learn why the child feels frustrated 
and angry. 

Corporal punishment is of doubtful value, 
and may easily damage the cooperative 
aspect of the parent-child relationship. A 
physician, instead of prescribing “whip the 
hell out of him,” should remember that the 
child is a reasoning being, and help the par- 
ents and the child to analyze their mistakes. 

A child who is permitted to eat as much or 
as little as he likes, and, within reason, when 
he likes, will probably never become a feed- 
ing problem. A child who develops abnormal 
eating habits, such as spitting up his food, 
throwing his food on the floor, and stuffing 
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his cheeks without swallowing, has been giv- 
en some cause for annoyance. It should be 
firmly stressed that if a child does not eat 
as his parents think he should, the difficulty 
is probably with them. It is the physician’s 
duty to instruct the parents that it is their 
responsibility to trace the cause of the dif- 
ficulty and correct whatever deficiencies 
exist. 


All parents have a tendency, when their 
children behave badly or seem susceptible to 
illness, to blame a specific ancestor. Parents 
should know that children rarely inherit ill- 
ness. They may contract it or mimic it, but 
disturbances which the parents ascribe to 
heredity are often the result of emotional 
conflict. The ancestors to blame for their 
children’s strange behavior are the parents 
themselves. When a child is actually ill, how- 
ever, a few simple measures may help him 
recover and keep him from getting sick 
again. When the child is taught to under- 
stand his malady, he becomes less afraid and 
is a more cooperative patient. 

It has been established that mental health 
and emotional disturbances will require the 
future hospitalization of one out of every 
ten babies born today, and that medical treat- 
ment is required for at least one in five per- 
sons in this country alone. This is a subject 
about which all showld be better informed, 
as it affects practically every family in the 
world. 

Accidents and Injuries 

The normal child is naturally active, and 
it is only logical to expect him to stub his 
toe, cut his foot, black his eye, or sprain his 
arm. These injuries are common everyday 
occurrences and require no physician’s serv- 
ices or, at the most, routine first-aid therapy. 
However, fractures about the elbow occur 
frequently and are often overlooked. Since 
good functional results are often difficult to 
obtain, all such fractures should be imme- 
diately referred to a competent orthopedic 
surgeon, and reduction accomplished as soon 
as possible. 

Every rural physician (and many in the 
urban areas) has experienced the pandemo- 
nium which is created by snake bites and 
should be familiar with the first-aid manage- 
ment of these cases, even though he may not 
see more than one or two a year. It is satis- 
fying to the parents of the victim, and very 
good first-aid therapy, to advise immediate 
application of a tourniquet just above the 
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bite, and transfer the patient immediately 
to the physician’s office or clinic. The doctor 
should make a cross-cut incision through the 
fang marks, about 14 inch in length, being 
sure to go entirely through the skin. In- 
stead of waiting for mechanical suction ap- 
paratus to remove the poison, he should apply 
mouth suction to the affected area. After this 
has been done, anti-venom should be admin- 
istered. The present commercial anti-venom 
preparations are polyvalent, and are useful 
in treating bites from copperheads, rattle- 
snakes, moccasins, and others. After these 
first-aid measures are performed, the patient 
should be observed for sequelae. Should any 
doubt arise, he should be admitted to a hos- 
pital for blood studies and therapy as indi- 
cated. 
Diabetes 

Diabetes is another more or less common 
condition in the practice of every physician. 
It is of major importance when it occurs in 
infancy or childhood. According to Joslin®”, 
diabetes is a disease which, from the cradle 
to the grave, belongs to the general prac- 
titioner. Young diabetics are in need of con- 
stant care and understanding. Even though 
they may live to outgrow the pediatric age 
group, they will never “outgrow” their dia- 
betes. The general practitioner can tell the 
patient that if he controls the diabetes, his 
chances for growing old prematurely will be 
definitely postponed, and he will be less likely 
to develop the complications. The personal 
element and continued care by the same phy- 
sician are almost as essential to the success 
of the therapy as are diet and insulin. 


Pneumonia 

Pneumonias of childhood are still to be 
reckoned with in the practice of pediatrics. 
Despite the effectiveness of sulfonamides and 
antibiotics, pneumonia still claims the lives of 
a large percentage of infants and children, 
and in many cases throws the family into a 
state of fear. This fear and confusion has 
recently been increased by the so-called virus 
or atypical form. Fortunately, these condi- 
tions are usually short-lived, and, with prop- 
er nursing care and symptomatic treatment, 
recovery usually occurs within five to seven 
days. Since the body’s natural defense 
against virus infections of the respiratory 
tract is unusually low and there seems to be 
no lasting immunity developed by these in- 


IN GENERAL PRACTICE—BENDER 


545 


fections, it is necessary to build up the body’s 
defenses as rapidly as possible. 
Tuberculosis 

Tuberculosis in childhood is an ever har- 
assing problem. It is not uncommon to read 
on a roentgenologist’s report: “Pulmonary 
pathology consistent with healed childhood 
tuberculosis.” An estimated 50,000 die in 
the United States each year from this dis- 
ease. 

Experience accumulated during the past 
several years suggests that oral administra- 
tion of BCG, when correctly handled, may 
be able to confer strong protection against 
the severe forms of childhood tuberculosis, 
and that the administration of large doses 
of BCG during the first six months of life 
to children who have been exposed to tuber- 
culosis has decreased the mortality and mor- 
bidity rates to a gratifying degree. Obser- 
vations by Brazilian investigators of more 
than 4,000 children given BCG vaccine indi- 
cated a control of tuberculous infections 
never attained by the conventional meth- 
ods". It was concluded that large doses 
of the vaccine in tuberculous positive chil- 
dren and adults is completely harmless. 


Oral Hygiene 

The importance of dental care and oral 
hygiene in the child and young adult cannot 
be overemphasized. Oral infections in early 
life represent potential disease in later years. 
The general practitioner can do a great deal 
toward eliminating these health hazards by 
giving his patients proper dental guidance. 

Too much attention cannot be given the 
deciduous teeth. A normal healthy child 
should have a full set of 20 deciduous teeth 
at about 214 years of age. The first per- 
manent teeth, the 6-year molars, should erupt 
at about the sixth year of life. The poisons 
from diseased teeth and gums may have a 
far-reaching effect on the rest of the body. 
The Division of Oral Hygiene of the State 
Health Department inspects the mouths of 
from ten to twelve thousand children of 
school age every month. Even with this vast 
public health and educational program in our 
schools, however, forty-five million adults in 
the United States have not visited a dentist 
in two years or more, and four million have 
never visited a dentist at all. 


Conge nital Disorders 


Few subjects in medicine are more con- 
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fusing than that of congenital heart disease, 
because of the multiplicity of lesions and the 
various combinations of lesions that may oc- 
cur. In spite of the multiplicity of anatomic 
lesions, however, the over-all physiologic 
problem can be stated thus: (1) either the 
blood can be sufficiently well-aerated to sup- 
port life for a considerable period of time, or 
(2) it cannot. Perhaps the most common 
congenital defect is that of the auricular 
septum, with a defect of the ventricular sep- 
tum or a patent ductus arteriosus, running a 
close second. The important thing for the 
general practitioner to remember is that 
there are many more congenital than ac- 
quired lesions of the heart, and that nearly 
all the congenital lesions fall into a limited 
number of well defined patterns. A reason- 
ably accurate diagnosis can be made ordi- 
narily by utilizing modern diagnostic meth- 
ods; but, regardless of the type of defect 
present, every congenital heart lesion should 
be given the best possible treatment known 
to the medical profession. 

It is estimated that 14,000 new cases of 
congenital syphilis are reported each year in 
the United States, and that even with the 
advent of penicillin and rapid treatment cen- 
ters, one-third or more of these patients are 
less than four years of age. The medical 
profession should go all out in its efforts to 
teach the public that any one of them is a 
-andidate for such physical deformities as 
blindness, mental defects, or even premature 
death. 

Conclusion 

I would say that the road ahead for the 
practice of pediatrics is more inviting and 
demanding today than ever before. General 
practitioners should feel that they have an 
ordained responsibility to the American 
family and to the American child—and they 
should join hands with their pediatric col- 
leagues to see that better medical care is 
available for the American child, regardless 
of his station in life or his geographic loca- 
tion. 
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CLINICAL EVALUATION OF 
1-(B-DIMETHYLAMINOETHOXY ) -3-n- 
BUTYLISOQUINOLINE MONOHYDRO- 

CHLORIDE AS AN ANTIPRURITIC 
AGENT 


J. LAMAR CALLAWAY, M.D. 
WILLIAM T. WATKINS, JR., M.D. 
GEORGE W. CRANE, JR., M.D. 
and 
SUSAN C. DEEs, M.D. 


DURHAM 


A topical anesthetic for the relief of itch- 
ing should be potent, long-acting, nontoxic, 
and nonsensitizing. Moreover, it should be 
pharmaceutically prepared so as to be easy 
to apply, pleasing to the patient, stable in 
storage, and cosmetically acceptable. This 
report is a clinical evaluation of the anti- 
pruritic qualities of Quotane ointment and 
Quotane lotion.* The active ingredient of 
these preparations is a local anesthetic, a 
new isoquinoline derivative (1-B-dimethyl- 
aminoethoxy butylisoquinoline monohydro- 
chloride), 

Material and Method 

Three hundred and seventeen patients with 
moderate to severe itching, chosen without 
regard to race, age, sex, or complexion, used 
the ointment or lotion for a few days to sev- 
eral weeks. The effectiveness of the prepa- 
rations was evaluated on the basis of the 
patient’s opinion as to the relief from itch- 
ing that was obtained. The fact that most 
patients had previously employed other anti- 
pruritic preparations provided a basis for 
comparison. 

In all instances, either the patient obtain- 
ed relief without irritation or sensitization 
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Table 1 
Effectiveness of Quotane Ointment 


Relief Obtained 


No. Patients 
(ood 
Moderately 
Good 
Voderate 

to Good 
(Percent.) 


Poor 


Diagnosis 


Localized neurodermatitis 
(lichen simplex chroni- 





vo) APRON 69 lk elec 6. 82 16. 8 8B7 
Generalized neurodermati- 

tis (atopic dermatitis). 29 18 5 6 79.3 
Senile pruritus 0.0.0... 11 S Aro So Sls 
Otitis externa .............. SoM lee § ng SMe ous. 
RITUIOMEER Ses, woe 6 sie emi Game 
Contact dermatitis (vari- 

GRE CORMIBOD Doo. ota ncep ees 17 9 3. «82.3 
Dermatitis venenata (poi- 

WOU: SUF ~ ons. Sia : 8 ae 1 87.5 
Dermatitis herpetiformis.. 4 Ss f° Pee 
Lichen planus .................... 3 2 ie FT) B68 
Ano-Genital pruritus 

(pruritus ani-vulvae- 

scroti) ...... ALESIS ees 63. 36..16.: 10: 8325 
Insect bites (chiggers) .... 4 y pies Mebane aie: 

INR hielnncatle cu scakose ues 218 124 587 387 83.02 


and continued to use the preparation as di- 
rected, or the preparation, failing to relieve 
itching, was discontinued and its failure re- 
corded in the data. 

Both the ointment and the lotion have 
been used on areas ranging from small to 
the entire body surface, and in single appli- 
cations and over periods of several weeks. 


Results 

It is recognized, of course, that the sub- 
jective nature of itching makes such evalu- 
ations and comparisons difficult to inter- 
pret. Therefore, some of the results reported 
here could possibly be interpreted as coming 
from the ointment or lotion base alone, from 
psychosomatic influences, from spontaneous 
recovery, or from other unrecognized fac- 
tors. 

The degrees of response are summarized 
in tables 1 and 2. “Good” implies complete 
or almost complete relief from itching ; “‘mod- 
erate” implies moderate to complete relief, 
for at least a short period; “poor” implies 
short-lived or insignificant relief. 

Both Quotane ointment and Quotane lo- 
tion exerted an initial cooling and soothing 
action, followed by a somewhat lasting and 
prolonged antipruritic effect from the an- 
esthesia produced. 

Some of the patients complained of a burn- 
ing sensation when either the ointment or 
lotion was applied, but patch tests in these 
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Table 2 
Effectiveness of Quotane Lotion 


Relief Obtained 


Patients 
Voderatelu 
to Good 
Percent.) 


Moderate 


= = bs 

Diagnosis kee Bet ae 
Localized neurodermatitis 

(lichen simplex chroni- 

cus) . wis) 26 #18 5 3 88.4 
Generalized neurodermati- 

tis (adult atopic derma- 

| aS Sea Naa 12 6 4 2 83.3 
Otitis externa s 4 3 l 87.5 
Urticaria: 5... 4 3 l 0 100 
Contact dermatitis (vari- 

ous causes) 7 4 2 1 86.7 


Dermatitis venenata (poi- 


son ivy) ..... tT 6° 2) @2 30 
Ano-Genital pruritus 

(Pruritus ani-vulvae- 

ep) ad 16 9 . 3 81.2 
Infantile eczema . Ses ey, 1 83.3 
Atopic eczema (in chil- 

aren)... i A SE oe, OM 
Insect bites (chiggers) $ §2° 6 -@.- a 

Total . 99 61 25 138 86.86 


patients have failed to demonstrate a true 
primary irritation or evidence of sensitiza- 
tion. 

Comment 

The ointment should be used on dry, ery- 

thematous, scaling, and papular type lesions; 
whereas the lotion, because of its drying 
action and the formation of a non-greasy 
film over the affected skin, is better adapt- 
ed to exudative, weeping, and denuded areas. 
Either the ointment or the lotion may be 
applied to the affected areas several times 
daily. Each acts best when thinly spread 
over the skin surface, for a small amount 
applied properly is as efficacious as a larger 
amount. 

Conclusions 

In our experience, Quotane ointment and 

Quotane lotion are equal or superior in ef- 
fectiveness to other commonly used anti- 
pruritic preparations. The products are sta- 
ble; the vehicles employed are bland, and 
are cosmetically acceptable to the patient. 
No patient proved to be sensitive to or was 
sensitized by either preparation. Further 
evaluation of Quotane ointment and Quo- 
tane lotion is recommended. 
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CLINICAL APPRAISAL OF A NEW 
ANTIPRURITIC 
(N-ethyl-o-crotonotoluide) 


J. M. HITCH, M.D. 
RALEIGH 


The treatment of pruritus is surely no 
. less a problem for those occupied with the 
general practice of medicine and surgery 
than it is for the dermatologist. Perhaps it 
is even a greater challenge, since often the 
dermatologist is spared the task of render- 
ing the first treatment, which in the case of 
an itching dermatosis should be a sympto- 
matic remedy, if no more. For this reason it 
is felt that the presentation of a purely clin- 
ical evaluation of a new weapon against a 
common complaint encountered in all types 
of practice is appropriate. 

The medicament, as it is to be discussed 
here, is neither a specific for a certain group 
of dermatoses nor has it the capacity to alter 
the course of most cutaneous eruptions. 

The chemical N-ethyl-o-crotonotoluide was 
first presented by Domenjoz in 1946 as a 


seabicide. In animal experiments he had 


found it essentially nontoxic and nonirritat- 
ing in various effective concentrations. Sub- 
sequent investigations have confirmed the 
fact that the substance is a satisfactory 
remedy for human scabies and, in addition, 
is an effective pediculocide. Burckhardt and 
Rymarowicz®) first noted that in scabies 
itching was frequently abolished a few min- 
utes after the first application. This ob- 
servation has led subsequent workers to 
appraise the value of N-ethyl-o-crotonotol- 
uide as an antipruritic in the nonparasitic 
dermatoses. 

Couperus™, Peck and Michelfelder™, So- 
ifer®’, and Johnson and Bringe“ have 
recently published accounts of their exper- 
iences with 10 per cent N-ethyl-o-croton- 
otoluide cream employed as a nonspecific 
antipruritic in a variety of itching derma- 
toses, and found it generally superior to 
other chemicals commonly used for this pur- 
pose. The clinical evaluation and results pre- 
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sented in this report essentially parallel 
theirs. 
Material and Method 

This report is based on experience with 
200 patients, virtually all of whom were 
from private practice. They were unselected 
except for the exclusion of those with sca- 
bies and other parasitic diseases. Follow-up 
on each patient was considered adequate for 
this type of clinical evaluation. 

The patients were about equally divided 
as to sex. Both the white and Negro races 
were represented, though the former pre- 
dominated. While most of the patients were 
adults, ages ranged from infancy to the very 
elderly. The duration of treatment varied 
from a few days to several months. In a 
considerable number of cases other forms 
of therapy were employed concurrently, but 
in no case were these topical antipruritics. 
In evaluating the medicament under con- 
sideration, an attempt was made to allow 
for the effects of such other treatment. 

The preparation used in all instances was 
the commercial 10 per cent dilution of N- 
ethyl-o-crotonotoluide in a vanishing cream 
base which is marketed under the name 
Eurax*. The patients were instructed to use 
it as frequently as necessary to obtain the 
best antipruritic effect. 

vesults 

Table 1 represents a summary of the re- 
sults of treatment on these 200 patients. The 
classification of diagnoses, though rather 
arbitrary, was thought to be helpful in 
evaluating the indications for this medica- 
ment. In this table, “excellent” relief of 
pruritus means complete absence of itching 
for at least eight hours following each ap- 
plication ; “good” relief means complete anti- 
pruritic effect for a somewhat shorter per- 
iod, while “slight’”’ implies something less 
than complete relief, even when the medica- 
tion was applied every two or three hours. 
Since either “excellent” or “good” relief is 
considered satisfactory, these categories have 
been combined and presented as a percent- 
age of the various totals. In like manner, 
those who received “slight” benefit have been 
added to those not helped at all, and are 
also shown in percentage for comparison. 
Thus it is seen that in all the dermatoses 
encountered in this group, 65 per cent of the 
patients received satisfactory antipruritic 


*A product of Geigy Pharmaceuticals, New York. 
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Table 1. Table 2. 
Relief of Pruritue T 7 7 
|N {| More P { | Less Relief! 
NEURODERMATOSES (Atopic dermatitis, | No.of |Excel- Good| Slight None | |NEURODERMATOSES (Atopic dermatitis, | Patients | than a | than some | 
circumscribed neurodermatitis, Dis- Patients | lent Circumscrit r R @ jot 8 | Topicas 
seminated neurodermatitis, Neurotic Disseminated neur< 4 TERME RE APC eG ns 
excoriations, Pruritus ani, vulvi, scroti) 100 39 31 21 9 excoriations, Pruritus ani, vulvi, scrot | 
20% 30% ' SS 
ECZEMATOID DERMATOSES (Chronic | | 
ECZEMATOID DERMATOSES (Chronic contact dermatitis, Infantile eczema } | | | 
contact dermatitis, Infantile eczema, | Nummular eczema, Stasis dermatitis) | 2 } a | 5 
Stasis dermatitis, Nummular eczema) 25 9 ? 6 3 ut rt : — 
64% 36% | TOXIC AND ALLERGIC ERYTHEMAS | 
| (Dermatit dicamentosa, Unclass- | | 
TOXIC AND ALLERGIC ERYTHEMAS ——" SE 
(Dermatitis medicamentosa, Erythema | 5 i 4 | 
. a t - 4 
multiforme, Unclassified) 10 SS 1 DERMATOSES DUE TO LIVING OR- 
GANISMS (Herpes simplex, Herpes | 
DERMATOSES DUE TO LIVING OR- zoster, Infectious eczematoid derm- | 
“GANISMS (Creeping eruption, Herpes | atitis, Tinea corporis, Vulvar | j 
zoster, Vulvar moniliasis, etc.) 13 2 3 5 3 mom liasis) | ¢ } 4 
38% 62% i t — ——] 
MISCELLANEOUS DER MATOSES | | 
MISCELLANEOUS DERMATOSES (Derm- (Dermatitis venenata, Lichen planus | 
atitie venenata, Lichen planus, Lichen Miliaria rubra, Pityriasis rosea, | | 
urticatus, Pityriasis rosea, Psoriasis, Seborrheic dermatitis, Senile pruri- } | 
Seborrheic dermatitis, Senile pruritus, tus, etc.) | | : 
etc.) 52 12 19 i 10 } rs | 
60% 40% TOTALS 88 | 
TOTALS ts i a % es! | os 
Faapiee 65% 35% 7 
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effect, and 35 per cent rather disappoint- 
ing results. It is obvious that the poorest 
results (38 per cent satisfactory) were ob- 
tained in those dermatoses due to living or- 
ganisms. In the other groups, satisfactory 
relief of itching occurred in from 60 to 80 
per cent of the cases. 

Since a study such as this must be based 
on subjective criteria alone, it was felt that 
when possible a comparison of the effects 
of N-ethyl-o-crotonotoluide to those of other 
topical antipruritics would serve in some 
degree as a control. All patients who had 
used other local remedies for the same com- 
plaints, therefore, were asked to compare 
the antipruritic qualities. Most of the com- 
mon topical antipruritics, including many 
of the antihistaminics, had been used at one 
time or another, thus affording a rather 
broad spectrum for comparison. A group of 
115 patients were qualified for this portion 
of the study. These, classified in the same 
manner as table 1, are presented in table 2. 
Eighty-eight patients, or 76.6 per cent, pre- 
ferred N-ethyl-o-crotonotoluide cream to all 
other local remedies tried, while 27 patients 
found one or more topical medicaments su- 
perior to this cream. 


Comment 

Purely symptomatic medication is a poor 
substitute for accurate etiologic diagnosis 
and specific therapy. There is always, how- 
ever, a field of use for an efficient antiprur- 
itic. It appears that N-ethyl-o-crotonotoluide 
is such an agent, and for certain itching 
dermatoses is superior to most of the pre- 
viously employed topical remedies. Except in 








scabies and other parasitic dermatoses in 
which the chemical is indeed specific, it 
appears to have little or no influence on the 
objective findings. However, in this group 
of 200 patients a few, particularly those 
with an early and mild neurodermatitis, 
improved in regard to their eruption, seem- 
ingly as a result of the local therapy. 

In all of the patients, itching was a prom- 
inent symptom. This was true even for those 
with eruptions, such as psoriasis, which are 
not commonly pruritic. The degree of relief 
afforded by this medicament was often strik- 
ing, and the over-all results as reflected in 
table 1 are rather impressive. It appears 
that the remedy is especially acceptable in 
many of the neurodermatoses, particularly 
pruritus ani, scroti, and vulvi. Of the pa- 
tients with neurodermatosis, 70 per cent ob- 
tained a complete antipruritic effect with 
application of the cream approximately two 
or three times daily. Such results are espe- 
cially gratifying in this tvpe of case where 
specific remedies are lacking and sympto- 
matic relief is important in ultimate recov- 
ery. The effectiveness of the remedy appears 
to be rather well sustained, corroborating 
previously published comment that it did not 
“wear out” as readily as some other anti- 
pruritics—a distinct virtue in the chronic 
or relapsing neurodermatoses. 

Though N-ethyl-o-crotonotoluide has been 
shown to have some bactericidal proper- 
ties,"*) its value in the treatment of the in- 
fectious dermatoses appears limited. More 
specific agents against bacteria, fungi, and 
viruses are available, and in the group re- 
ported here little antipruritic effect was 
observed. 
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In the eczematoid dermatoses, the toxic 
erythemas and various dermatologic entities 
such as lichen planus, pityriasis rosea, sebor- 
rheic dermatitis, and the like, this topical 
symptomatic medication may prove useful 
as an adjunct to more specific therapy. 


Important factors in evaluating any top- 
ical medicament are its potentialities as an 
irritant and a sensitizing agent. Previous 
publications—especially those of Couperus"’, 
Peck and Michelfelder’, and Tronstein'?)— 
have recorded but few examples of intoler- 
ance to N-ethyl-o-crotonotoluide cream. Sev- 
eral hundred cases have been followed by 
these workers and only one example of sen- 
sitization to the active ingredient was dis- 
covered. In the remaining few who were 
intolerant to the preparation, the vehicle 
was found to be the offending substance. 
In the 200 cases reported here, 6 persons 
found the preparation more or less irritat- 
ing. In patch tests on 4 of these, one was 
found to have developed a sensitivity to N- 
ethyl-o-ocrotonotoluide. No positive patch 
tests to the washable ointment base were 
obtained. This low sensitizing index com- 
pares favorably with most other topical anti- 
pruritics, including the antihistaminics. 

No supported evidence of side reactions 
or systemic toxicity have been observed. 
However, a word of warning relative to the 
use of this preparation in acute dermatitis 
should be injected. It almost always »roves 
quite irritating and should be avoided in 
such conditions as the early stages of derma- 
titis venenata (poison ivy). In many in- 
stances patients reported a sensation of 
warmth about the groin a few minutes after 
application, but this was neither severe nor 
objectionable. 

Summary 


Thus N-ethyl-o-crotonotoluide cream ap- 
pears to be a satisfactory antipruritic, su- 
perior in most cases to more familiar ones, 
apparently without toxicity, and possessing 
a low index of irritation and sensitization. 
Its sustained period of effectiveness and 
tendency not to “wear out” are definite 
assets. 

Its field of usefulness for all physicians 
is limited by its strictly symptomatic effec- 
tiveness. It will not establish a correct diag- 
nosis nor act as a specific remedy except 
in the parasitic dermatoses. It is valuable as 
an antipruritic (1) for “emergency” treat- 
ment; (2) for temporary relief while the 
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diagnosis is being established; and (3) as 
an adjunct to specific therapy. 
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EUGENIC STERILIZATION IN 
NORTH CAROLINA 


CLARENCE J. GAMBLE, M.D. 
MILTON, MASSACHUSETTS 


One method of preventive medicine, the 
sterilization of the insane, the feebleminded, 
and the epileptic, is supervised by the Eu- 
genics Board of North Carolina. The Board’s 
biennial report for the period ending July 1, 
1950, tells of its most recent accomplish- 
ments. 

Authorization Procedures 

Petitions for the.sterilization of a mentally 
diseased, feebleminded, or epileptic person 
may be initiated by a county superintendent 
of welfare, or the head of a state institution. 
If the Board finds that the operation is for 
the best mental, moral or physical improve- 
ment of the patient, or for the public good, 
it may authorize the procedure. 

The law establishing the Eugenics Board 
provides that no one participating in an au- 
thorized sterilization shall be either civilly 
or criminally liable. This gives the surgeon 
protection which the consent to an operation 
signed by a person known to be insane, fee- 
bleminded, or a minor, might not furnish. 


Analysis of Authorized Sterilizations 
Since 1929 


In the twenty-one years since its estab- 
lishment in 1929, a total of 2,538 operations 
have been performed after authorization by 
the Eugenics Board”. A great majority— 
2,030—have been performed on females. This 
is probably due to the fact that men are less 
willing to believe that the only effect of ster- 
ilization is the prevention of parenthood. 

Sixty per cent, or 1,528 , of the operations 
have been performed by county institutions. 











1951 


November, 


QQ 5 to 10 


Over 10 


Oto3 
Gy, 3105 





Fig. 1. Annual sterilization rate per 100,000 population, in North Carolina, 
1950. (Source: Biennial Report of the Eugenics Board of North Carolina and U. 


Although there are undoubtedly more per- 
sons outside of institutions for whom the 
operation is appropriate than there are with- 
in, the requirement that the county must 
provide the cost of non-institutional opera- 
tions acts as a deterrent. County health bud- 
gets are generally inadequate to cover this 
form of preventive medicine. 

Feeblemindedness has been the basic rea- 
son for 1,697 (67 per cent) of the steriliza- 
tions, mental disease for 575 (23 per cent), 
and epilepsy for 266 (10 per cent). 

In the majority of cases, salpingectomy 
or vasectomy was the procedure employed. 
Castration, though authorized by law, is em- 
ployed only when indicated for reasons other 
than the prevention of parenthood. Only 60 
male and 17 female castrations have been 
performed under the law, none of which were 
reported during the last biennium. 

Of those sterilized under the law, 23 per 
cent were Negro. That this figure is lower 
than the proportion of Negroes in the popu- 
lation of the state—approximately one-third 





hospital caring for the Negro insane and 
feebleminded has not had sufficient surgical 
services to perform many of these operations. 


The Latest Biennium 


Since July, 1947, better understanding of 
the eugenic sterilization law has resulted 
from the employment of a full-time secretary 
for the Eugenics Board. The 468 operations 
reported during the two years ending July 1, 
1950, are more than in any similar previous 
period. Some of the increase is due to the 
protection of patients in five state institu- 
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tions where none had previously been ster- 
ilized. The total of those sterilized in insti- 
tutions during the two years was 225, or 48 
per cent of the total. 

Non-institutional sterilizations also showed 
an increase, totaling 237, even though there 
were none in thirty-one of the 100 counties. 

As in previous years, males were in the 
minority, constituting only 15 per cent of 
the total. The racial proportion (21 per cent 
Negro) shows little change from previous 
years. 

Among the counties, Buncombe led in the 
number of protective sterilizations, with 24, 
followed by Guilford and Mecklenberg, with 
22 each. Forsyth reported 19, Iredell and 
Pitt*15 each, Rowan 14, and Surry 12. When 
the number of operations is considered in 
relation to the 1950 population, Graham had 
the highest rate for the two years, with 29 
per year per 100,000 population, Transyl- 
vania and Perquimans each had a rate of 
26, Gates had 21, Swain 20, Avery 19, and 
McDowell 16. Figure 1 shows the rates for 
each county. The average for the entire state 
was 5.3 per year per 100,000 population. 

That the protection rate is still increasing 
is shown by the report of 132 operations in 
the first half of 1950, and of 144 in the last 
half”. 

The Sexual Effects of 

Two recent studies in North Carolina have 
confirmed previous findings that in the ma- 
jority of cases tubectomy is without dem- 
onstrable effect on the sex life. Woodside’, 
a British social worker, interviewed 48 men- 
tally normal sterilized women. Five who re- 
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ported a slight decrease in sexual activity 
were outnumbered by eight who told of an 
increase. Similarly Garrison and Gamble 
found, among 50 mentally normal vasectom- 
ized males, 4 who stated that frequency of 
coitus had decreased, while 8 said it had 
increased), 


Eugenic Sterilization is Voluntary 
The Eugenics Board states: “No attempts 
havé ever been made to force persons to 
have the operation against their wishes.” 
For the last two years, the written consent 
of the patient and that of the next of kin 
were on file for 522 of the 543 authoriza- 
tions. For the remaining 21, hearings were 
held to meet the legal requirement. Opera- 
tions have been performed, with the consent 
of the patient, following 17 of these hearings. 
The remaining 4 cases are still pending. 
Failure to secure the consent of the next 
of kin may arise from causes other than op- 
position to the operation. For example, the 
husband of a separated couple may refuse to 
sign any papers relating to his wife. 


The Results of Sterilization 

Estimates of unfavorable heredity pre- 
vented by tubectomy are necessarily indirect. 
From the former birthrates of women ster- 
ilized in New Hampshire, Tietze and John- 
son estimate that an average of 2.5 births 
each were prevented by sterilization®. Thir- 
ty-six per cent of the children born to these 
women before the operation were feeble- 
minded. Assuming that this rate would 
have continued, the birth of 90 feebleminded 
children was prevented by each 100 steriliza- 
tions. The same authors estimated that birth- 
rates among the sterilized males would have 
been half as great. 

If the same percentages prevail in North 
Carolina, the 468 sterilizations of the last 
biennium will mean 390 fewer feebleminded 
North Carolinians, an important accomplish- 
ment of this public health procedure. 

That the percentages are similar in this 
state is indicated by a study, the beginning 
of which is described in the biennial report 
of the Eugenics Board”. Mental examina- 
tions are being given to all accessible children 
born, before the operation, to persons ster- 
ilized in certain years. Of the 51 children 
thus far examined, 50 per cent had an intel- 
ligence quotient below 70. 

That North Carolina has been spared the 
birth of a large number of unfortunate and 
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undesirable citizens—potential victims of an 
unfavorable heredity and upbringing—is in- 
dicated by the fertility rates of those ster- 
ilized. At the average age of 24, the 468 per- 
sons sterilized during the biennium had had 
873 children—an average of 1.86 each. Many 
otherwise fertile years still lie ahead. 


The Need for Public Education 

As with other procedures in preventive 
medicine, complete application is delayed by 
public ignorance. The effectiveness of the 
full-time secretary of the Eugenics Board 
in making its assistance readily available to 
the staffs of state institutions and county wel- 
fare superintendents, has done much to ex- 
pand the protection of the next generation. 


Public education is also being furnished by 
another North Carolina group, the Human 
Betterment League, with headquarters in 
Winston-Salem. Through pamphlets and oth- 
er educational media this organization is 
spreading the knowledge that sterilization 
can prevent an undesirable mental inheri- 
tance in the next generation, and that it 
involves no sexual sacrifice. 


It is to be hoped that the work of these or- 
ganizations can be supplemented by members 
of the medical and nursing professions, to 
whom the inquiring public will turn to learn 
of this new and little-understood procedure 
of disease prevention. 
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Armour Laboratories Plans to Open New 
Division Offices in Dallas and New York 

The Armour Laboratories will shortly open two 
new division offices in New York and _ Dallas, 
Texas, to take care of rapidly expanding demands 
for its pharmaceutical products. A third—in San 
Francisco—is now being organized. 

The Armour Laboratories developed ACTH, latest 
of medicine’s so-called “wonder drugs,” and is the 
principal source of supply. It also manufactures 
and distributes many other medicinal drugs of 
animal origin, such as thyroid hormone in various 
forms, other pituitary and gonadal hormones, sev- 
eral types of liver extract and numerous rare 
enzymes. 
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THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


CALVIN JONES 
(1775-1846) 


DOROTHY LONG* 
LEXINGTON, KENTUCKY 


In the early years of the nineteenth cen- 
tury there were several prominent doctors 
in Raleigh and the surrounding area, one of 
the best known of these being Dr. Calvin 
Jones, who was born in Great Barrington, 
Massachusetts, in 1775. We do not know 
where his education was obtained, but he 
must have begun the study of medicine in 
boyhood, since at the age of 17 he received, 
following an examination, a certificate or 
medical license later owned by his descen- 
dants. This certificate, awarded June 19, 
1792, stated that Calvin Jones was a “‘can- 
didate for examination in the Healing Art 
before the United Medical Society. He was 
likewise examined and approved of by the 
said Society as being well skilled in the 
Theory of the Physical Art, and by them is 
recommended to the Publick, as per order of 
James Batten, president. Doct. David Doty, 
Secretary.” 

After practicing for a while in New Eng- 
land, Dr. Jones settled in Smithfield, North 
Carolina, about 1795, and there gained the 
reputation ef being a progressive and en- 
lightened physician. He is known to have 
practiced surgery with success, and he was 
probably the first in North Carolina to use 
vaccination instead of inoculation for small- 
pox, having begun the practice even be- 
fore Jenner had completed his experiments. 
Though he had in earlier years published 
notices that he would accept patients for in- 
oculation, in 1801 he did not inoculate be- 
cause news of Jenner’s work had reached 
this country. In the Raleigh Register for 
April 14, 1801, Dr. Jones wrote, “It is the 
hope of seeing the Vaccine Disease substi- 
tuted for Smallpox, that alone induces me to 
decline the inoculation.’”’ Mrs. Johnson, in 
her book Ante-bellum North Carolina, adds 
the statement that he wrote much for the 
newspapers of the state, explaining the ef- 
fect of vaccination for smallpox, in the hope 
of helping to eradicate the disease”. 

i * Assistant reference librarian, University of Kentucky, Lex- 
ington, Kentucky. Miss Long has written another sketch of an 


eminent North Carolina physician, which will appear next 
month. 
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Dr. Jones published articles on other pro- 
fessional subjects, and was the author of 
“A Treatise on the Scarlatina Anginosa, or 
what is vulgarly called the Scarlet Fever, or 
Canker-Rash, replete with everything neces- 
sary to the pathology and practice, deduced 
from actual experience and observation, by 
Calvin Jones, Practitioner of Physick.” This 
was published in Catskill, New York, in 
1796, by Mackay Croswell and Dr. T. O. 
Croswell. Among his other accomplishments, 
this versatile doctor helped to organize the 
North Carolina Medical Society in 1799, and 
was for a while its corresponding secretary, 
as well as a frequent contributor to its pro- 
grams. 

About 1803 Dr. Jones moved to Raleigh 
and continued there both his practice of med- 
icine and his interests in political and edu- 
cational matters. He had already been, and 
was to be again, a member of the North Car- 
olina House of Commons, and was also elect- 
ed mayor of the town. From 1808 to 1815, 
Jones was associated with Thomas Hender- 
son in publishing a newspaper called the 
Star, an unusual publication in that it de- 
voted a large part of its space to literature, 
history, science, and religion. It was this 
paper which published a series of articles 
describing the counties of the state, one of 
the descriptions being written by Dr. Jere- 
miah Battle, another physician of this sec- 
tion. 

Dr. Jones was also active in military af- 
fairs, taking part in the war of 1812, and 
his interest in education is shown by the fact 
that ‘he was for thirty years a member of 
the board of trustees of the University of 
North Carolina, and was considered one of 
the most active in its behalf.°’ Dr. Jones was 
listed among the early donors of books to 
the library of the university, and later pre- 
sented it with his collection of ‘artificial and 
natural curiosities.”’*’ In 1832 he settled on 
a plantation in Bolivar, Tennessee, where 
he remained until his death in 1846. 
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The basic treatment of tuberculosis is rest. Other 
treatment, whether by drugs or collapse therapy, is 
not a substitute for rest but merely supplemental. 
—Charles R. Smith, M.D., J. Michigan State M. 
Society, November, 1949. 
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TESTS FOR ALCOHOLIC 
INTOXICATION 


Since July 19 the police department of 
Winston-Salem has been allowing persons 
accused of driving drunk to take one of the 
tests for determining the concentration of 
alcohol in the blood. For some time before 
the policy was actually adopted, Dr. William 
A. Wolff, toxicologist at Bowman Gray 
School of Medicine, tested a number of in- 
dividuals known to be drunk and an equal 
number of sober ones, and was convinced of 
the accuracy of the method used—that of 
blowing the breath into a properly prepared 
balloon. A sample of blood may also be used 
for the test. 

Of the first 11 men arrested for drunken 
driving, two were sent to the hospital in- 
stead of to the jail. The first, a 24 vear old 
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white man, had had an automobile accident 
and sustained two cuts on his forehead. He 
admitted having had “one small drink’ and 
had every appearance of having had many 
more; but the test showed only a minute 
quantity of aleohol—far below the intoxica- 
tion level. At the hospital it was found that 
his skull had been perforated and that he 
had had, at least, a concussion severe enough 
to account for his symptoms. 

The second case involved a 39 year old 
Negro man who sideswiped two parked cars, 
then veered crazily all over the street, and 
wound up by hitting a truck. When arrested, 
he was dazed and staggered unsteadily. His 
speech was thick, and the officer was sure 
that he was drunk; but the “intoximeter” 
showed not a trace of alcohol. He was car- 
ried to the hospital, where it was found that 
he had a severe hypertension and had had 
a stroke. 

In addition to patients with cerebral acci- 
dents (including concussions), diabetics are 
particularly apt to seem intoxicated, either 
from acidosis or from insulin shock. 

Eleven cases is, of course, a small series 
from which to draw conclusions; but even 
if the proportion of drivers proved innocent 
is much less than the nearly 20 per cent thus 
far found, the test is still well worth while. 
At least three states in the union—Indiana, 
Maine, and New York—have laws giving 
those accused of driving while intoxicated 
the benefit of the test, and nearly every 
state recognizes it as legal evidence: 

It may be pertinent to recall that in 1938 
our State Medical Society adopted a presi- 
dential recommendation urging “the pass- 
age of a law requiring (or allowing) any 
individual charged with drunkenness to have 
the alcohol content of his blood tested as a 
measure of intoxication.’ The 1939 legis- 
lature, however, preferred to continue the 
antiquated method of guessing, when it was 
possible to know, and so North Carolina 


missed a glorious opportunity to be the first 
state to recognize this sensible and scientific 


test. It is to be hoped that other cities and 
towns in the state will follow Winston-Sa- 
lem’s lead in this matter. 


1. Tr. Med, Soc. North Carolina, 1988, p. 9 





November, 1951 


THE NEW YORK STATE ACADEMY 
OF GENERAL PRACTICE 


During the last three days in October the 
New York State Academy of General Prac- 
tice held its third annual scientific assembly 
at the Hotel Statler in New York City. It is 
now too late to count the number attending 
the symposiums from 9 to 12 (or 12:30) 
every morning and from 2 to 5 (or 5:30) 
every afternoon, but it is highly probable 
that such a count would have shown that 
the assembly was an illegal one. A large 
placard in the Skytop Room warned that 
occupation by more than 576 persons was 
unlawful. It was an inspiring and thrilling 
sight to see every seat in the room and vir- 
tually all the standing room occupied by 
men listening intently to the speakers. 


The program was well balanced and up 
to date. Monday morning, October 29, after 
an address by Dr. J. Stanley Kenney, presi- 
dent of the New York State Medical Soci- 
ety, ACTH and cortisone were discussed in 
a symposium presided over by Dr. James 
M. Carlisle. That afternoon discussions of 
the anticoagulants, the antibiotics, and the 
isotopes constituted a symposium on the 
newer therapy, with Dr. J. P. Sanders as 
the presiding officer. Tuesday morning a 
symposium on cancer was presented, with 
Dr. Frank Adair as chairman. Tuesday after- 
noon Dr. Walter Alvarez was chairman of 
the discussion on functional disorders. On 
Wednesday morning Dr. Elmer L. Sevring- 
haus led the discussion on nutritional and 
metabolic disorders. The final session, that 
afternoon, was devoted to everyday practical 
procedures, with Dr. Rufus B. Robins pre- 
siding. 


Most of the speakers were well known fig- 
ures in medicine, but they had been selected 
carefully by the program committee as much 
for their ability to present their subjects in 
an interesting manner as for their reputa- 
tion. The close attention paid by their au- 
dience, and the number of pertinent ques- 
tions handed in at the close of each sympo- 
sium, showed that the members were there 
for serious business, and not merely for the 
sake of the 15 hours credit allowed by at- 
tendance on the sessions. 


Dr. Rufus B. Robins, president-elect of 
the American Academy of General Practice, 


EDITORIALS 555 


was an ideal toastmaster at the annual ban- 
quet on Tuesday night. The editor of this 
journal gave the principal address on the 
subject, “The General Practitioner—Past. 
Present, and Future.” The invocation by 
Cardinal Spellman was a beautiful prose 
poem. Mayor Impelliteri was to have ex- 
tended the welcome in person, but was un- 
able to attend and sent his message by tele- 
gram. Among the guests at the banquet were 
Dr. Louis H. Bauer, president of the Amer- 
ican Medical Association; Dr. J. Stanley 
Kenney, president of the New York State 
Medical Society ; and Dr. J. P. Sanders, pres- 
ident of the American Association of Gen- 
eral Practitioners. While the guests stood, 
the orchestra played “America” and then 
swung into “Dixie,” at which the few South- 
erners present stood and applauded. 


One came away from the meeting im- 
pressed by at least three things: (1) the 
excellent balance and variety of the pro- 
gram; (2) the enthusiasm and sincerity of 
the members in attendance; and (3) the 
genuine hospitality and friendliness of the 
officers and members of the New York Acad- 
emy of General Practice. Such a meeting is 
evidence that the general practitioner is 
coming more and more into his own. 


THE FAMILY DOCTOR IN BRITAIN 


The dissatisfaction of British doctors with 
their. National Health Service seems to be 
increasing steadily. Three of the eight pages 
of the Supplement to the British Medical 
Journal for July’: 7 is devoted to an article, 
“The Family Doctor,” by George MacFeat, 
O.B.E., M.B. The first and last paragraphs 
are quoted in their entirety. 


“The National Health Service has now 
operation for over two and a half years, and we 
find (1) that the family doctor status and the 
standard of service are seriously threatened with 
deterioration; and (2) that uncertainty and dis- 
satisfaction exist among hospital staffs, especially 
among the younger members about their grading 
and employment within permanent establishments. 

“Abuses of the Health Service are evident every- 
where, and these must lead to more and more reg- 
ulations, their tighter enforcement and greater pen- 
alties for their limitations on 
freedom, and further deterioration of the quality o 
medicine. In the end the great umer group will 
suffer most. Sad as is the stat he practitione1 
of medicine in Britain, the plight of medicine itself 
is more serious; but what is m be deplored 
is the present and future effect on the quality of 
medical care received by the English people. ‘Where 
there is no vision the slit 
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THE SCRIPTURE AND SOCIALISM 


Although communism and Christianity 
have nothing in common, the experiment 
of the early Christians in Jerusalem, who 
“shared all they had with one another,” has 
been cited again and again as Scriptural 
precedent for communism or its near rela- 
tive, socialism. Those who use the first few 
chapters of The Acts of the Apostles as 
authority for advocating the welfare state 
overlook two pertinent facts. The sharing 
was not planned or controlled by any gov- 
ernmental agency, but was a voluntary ex- 
periment undertaken by a religious organi- 
zation. Even so, it ended disastrously when 
two of the church members—Ananias and 
his wife Sapphira—succumbed to the frailty 
of human nature and paid with their lives 
for lying about their joint income. 

Further proof that the early Christians 
were not New Dealers is to be found in the 
second letter written to the Thessalonians 
by the Apostle Paul, who was one of the 
greatest intellects of all time. 

“Brothers, we charge you in the name of 
the Lord Jesus Christ to shun any brother 
who is loafing . . . For you know very well 
we did not loaf in your midst, we did not 
take free meals from anyone; no, toiling 
hard at our trade, we worked night and 
day, so as not to be a burden to any of you. 
. . . We used to charge you, .. . ‘If a man 
will not work, he shall not eat.’ But we are 
informed that some of your number are 
loafing, busybodies instead of busy. Now in 
the Lord Jesus Christ we charge and exhort 
such persons to keep quiet, to do their work 
and earn their own living.” 

Comment would be superfluous. 


<5 II Thessalonians 8:6-12 (Moffatt’s translation). 


DR. HERBERT M. VANN 


Hundreds of doctors, not only in North 
Carolina, but all over this country and even 
in distant parts of the world, will mourn the 
passing of Dr. Herbert M. Vann, who died 
of coronary heart disease on October 28. 

For more than a quarter of a century he 
had taught anatomy to successive genera- 
tions of students at the medical school of 
Wake Forest College—first when it was a 
two year school, and later when it was ex- 
panded to a four year school and moved to 
Winston-Salem. . 
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Dr. Vann taught much more than the dry 
facts of anatomy. From him students learn- 
ed respect for the human body and its Maker; 
they learned that medicine is a jealous but 
a just mistress. As for their teacher, they 
learned first to fear “The Major,” as he was 
generally known, then to admire him, and 
finally to love him as few of their teachers 
were loved. They learned that he was their 
friend, who would do anything that he hon- 
orably could to help them. After they grad- 
uated from medical school and finished their 
hospital training, they looked upon him as 
a connecting link between them and their 
Alma Mater. As permanent secretary of the 
Wake Forest Medical Alumni Association 
and chairman of the Library Fund, he kept 
in touch with all his former students, and 
they with him. 

His colleagues learned that he could be de- 
pended upon to carry out any task assigned 
him, and to do it cheerfully. As a result, 
when the end came, the question, “Who will 
take his place?” was quickly amended to 
“Who will take his places?” 

Dr. Herbert Vann’s father was a doctor, 
and it is good to know that his son, Robert, 
is carrying on the family tradition. He grad- 
uated from Bowman Gray in 1945, and, after 
an internship and a few years of general 
practice, is now on the house staff of the 
pediatrics service in the North Carolina Bap- 
tist Hospital. 

On behalf of Dr. Vann’s colleagues on the 
Bowman Gray faculty, of Wake Forest alum- 
ni everywhere, and of the members of the 
Medical Society of the State of North Car- 
olina, this journal extends deepest sympathy 
to his family. 





The Physician’s Duty to Himself. In reviewing 
the rather extensive literature on medical ethics 
and its related subjects, it has seemed to me that 
too little has been said about the duty the physician 
owes to himself, his family and to his patient, to 
keep himself in the best possible state of well-being. 
It will enable him not only to be of service for more 
years, but to do better work each day. There is no 
use for me to outline a program of rest, sleep, rec- 
reation and work; of proper eating, of moderation 
and temperance—you know these things as well, 
or better, than I do. As Osler said in another con- 
nection, “It isn’t not knowing but not doing that 
gets us into trouble.’ We should consider it an ob- 
ligation and a privilege to be calm, cheerful and 
kindly. I have suggested only one specific prayer 
to those looking to me for guidance—“Lord, help me 
to live this day straight, clean, cheerful and effi- 
cient.”—Bethea, O. W.: Medical Ethics, The Missis- 
sippi Doctor 28: 376 (April) 1951. 
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Clinicopathologic Conference 


Bowman Gray School of Medicine of 
Wake Forest College 


A 48 year old white woman, the mother 
of one child, was admitted to the North 
Carolina Baptist Hospital for the first time 
on February 2, 1951, complaining of jaun- 
dice. She had been apparently well until 
August of 1950, at which time she noticed 
the onset of severe weakness and loss of ap- 
petite. Upon consulting her physician in 
September, 1950, she was told that she was 
jaundiced and that her liver was enlarged. 
Shortly after this she noted pruritus and 
rapidly increasing jaundice, associated with 
slight nausea, vomiting, and marked malaise. 
Her stools were sometimes clay-colored, and 
her urine dark. She was admitted to an- 
other hospital, where she was seen by many 
physicians, and was thought to have hepa- 
titis. A liver biopsy at this time showed 
findings compatible with obstructive jaun- 
dice. 


An exploratory laparotomy performed on 
Oc.w'er 10 showed no abnormality, and a 
biopsy of the pancreas was reported normal. 
A T tube was placed in the common duct. 
This drained poorly for several days, and 
then produced as much as 400 cc. of dark- 
colored bile daily. Lipiodol studies of the bil- 
iary duct showed a normal flow of the dye 
into the duodenum. The patient began to 
have chills and fever, and a subdiaphragm- 
atic abscess was suspected. A second explor- 
atory operation was performed, but no ab- 
scess was found. Following this operation 
the T tube was removed. She continued to 
have a moderate fever with occasional chills, 
remained jaundiced, and continued to lose 
weight. 

When the patient was admitted to the 
North Carolina Baptist Hospital, the physi- 
cal examination showed the temperature to 
be 101 F., pulse 92, respirations 18, blood 
pressure 100 systolic, 50 diastolic. The pa- 
tient was thin, poorly nourished, markedly 
jaundiced, and chronically ill. There was 
moderate internal strabismus of the right 
eye. The lungs were clear to percussion and 
auscultation; the heart was not enlarged, 
and there were no significant murmurs. 
There were two recent abdominal scars, one 
in the right upper quadrant, and one just 
to the right of the midline. The liver was 
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palpated four fingers’ breadth below the 
right costal margin, and was moderately ten- 
der. No significant lymphnode enlargement 
was found. The neurologic examination was 
negative. 

Laboratory data: The urine was acid and 
dark amber, with a specific gravity of 1.014; 
tests for albumin, sugar, and urobilinogen 
were negative; a test for bile was positive. 
Microscopic examination showed many white 
cells and rare red blood cells. Blood studies 
revealed a hemoglobin of 13 Gm., a red cell 
count of 4,200,000, and a white cell count of 
40,000, with 73 per cent segmented poly- 
morphonuclears, 14 per cent non-segmented 
cells, 11 per cent lymphocytes, and 2 per 
cent monocytes. The total serum proteins 
were 4.9 Gm. per 100 cc.—albumin 3.3 and 
globulin 1.6. The carbon dioxide combining 
power was 24 milli-equivalents per liter, 
chlorides were 92 milli-equivalents per liter, 
serum amylase was 40 units per 100 ec., and 
bilirubin 38.8 mg. per 100 ce. Blood chel- 
esterol was 204 mg. per 100 ec., fasting blood 
sugar 100 mg. Alkaline phosphatase was 
24.9 Bodansky units. The nonprotein nitro- 
gen was 42 mg. per 100 cc. on admission; at 
a time when the nonprotein nitrogen was 81 
mg. per 100 cc., the blood urea nitrogen was 
52 mg. per 100 cc. Cephalin flocculation was 
2 plus in 24 and 48 hours, thymol turbidity 
3 plus. The prothrombin time was 19.4 sec- 
onds against a control of 15.8 seconds. 

Serologic tests for syphilis were positive, 
although they had been reported as negative 
in the other hospital. Stools were light brown 
in color and negative for guaiac, but posi- 
tive for bile. Blood cultures and cultures of 
the draining bile were positive for Pseudo- 
monas, which was resistant to Chloromycetin 
and terramycin in concentrations of 30 mi- 
crograms per cubic centimeter, but sensitive 
to both drugs in concentrations of 60 micro- 
grams per cubic centimeter. It was resistant 
to streptomycin in a concentration of 10 mi- 
crograms per cubic centimeter. 

Roentgenograms of the chest and abdo- 
men revealed infiltration in the right apex, 
marked elevation of the right dome of the 
diaphragm, and intraperitoneal fluid. Later 
chest films revealed pleural effusion on the 


right side. Another liver biopsy revealed 
minimal fibrosis and portal inflammation 
with evidence of obstruction. Nothing to 


suggest malignancy was found. 
Throughout her 
hospital stay the patient remained intensive- 
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ly jaundiced, and the serum bilirubin showed 
values as high as 40 mg. per 100 cc. She ran 
a continual fever, which ranged as high as 
105 F. Chloromycetin, dihydrostreptomycin, 
Gantrisin, and terramycin were given with- 
out effect on the temperature. She was treat- 
ed for her liver disease with multiple vita- 
mins, crude liver extract, vitamin K, meth- 
ionine, intraheptal, and concentrated human 
albumin, as wel! as several blood transfu- 
sions. Her course was stormy, being marked 
by several periods of shock and one episode 
of decreased urinary output, with elevation 
of the nonprotein nitrogen to 106 mg. per 
100 cc. This subsequently fell to 37 mg. per 
100 ce. prior to death. An external biliary 
fistula developed spontaneously and drained 
moderate amounts of bile. Bile peritonitis 
resulted in paralytic ileus, and Wangensteen 
suction was instituted. The acid-base bal- 
ance became a major problem, with the 
carbon dioxide combining power dropping as 
low as 10 milli-equivalents per liter and 
blood chlorides to 83 milli-equivalents per 
liter. These values were restored nearly to 
normal by intravenous fluids. 

On March 1 a third exploratory laparot- 
omy was performed. Approximately 4,000 cc. 
of dark green bile was removed, but no def- 
inite abscess was found. The duodenum was 
inadvertently opened and closed. The pa- 
tient’s course remained stormy, and she ex- 
pired quietly on March 2, 1951. 


Clinical Discussion 

Dr. David Cayer: This 48 year old woman 
presents an interesting problem in the dif- 
ferential diagnosis of jaundice. In such a 
case it is usually necessary to differentiate 
between an obstructive or surgical type of 
jaundice and an infectious, inflammatory, or 
degenerative process which primarily in- 
volves the liver cells and in which surgery 
is contraindicated. On the basis of incidence, 
the most likely etiologic diagnoses would be 
stones or malignancy on the one hand, and 
hepatitis or cirrhosis on the other. 

The remaining cause of icterus—namely, 
hemolytic jaundice—can be pretty well ruled 
out by the history of pruritus—a symptom 
which does not occur as the result of hemo- 
lysis. 

The history at once focuses our attention 
on the possibility that we are dealing with 
an obstructive type of jaundice. The patient 
is approaching the age group in which ob- 
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struction due to stone or malignancy is more 
frequent. Furthermore, there is no history 
of any recent operation, occupational ex- 
posure to known liver toxins, injections, 
transfusions, alcoholism, heavy metal ther- 
apy, or infectious disease to suggest that this 
might represent hepatitis or cirrhosis. As 
far as we know, her diet was adequate until 
the onset of her present illness. The relative 
absence of pain at the onset is more sug- 
gestive of obstruction by a malignant lesion 
than of stone, since approximately three 
fourths of the patients with obstructive 
cholelithiasis usually give a history of colic, 
chills, or fever. Although malignant tumors 
obstructing the common bile duct are fre- 
quently described as insidious and painless, 
pain may be present as one of the presenting 
symptoms in as many as 40 per cent of such 
cases. Because of these evidences of obstruc- 
tion, a liver biopsy was done. It was reported 
as showing changes compatible with an ob- 
structive type of jaundice. The error most 
commonly made in an attempt to differen- 
tiate the obstructive from the non-obstruc- 
tive type of jaundice is surgical exploration 
of the patient who does not have obstruc- 
tion. As a rule, when the diagnosis is in 
doubt it is wise—and, in most instances, en- 
tirely safe—to temporize as long as six to 
eight weeks, provided the patient can be 
carefully observed and necessary diagnostic 
studies repeated at intervals. Patients with 
the inflammatory or degenerative type of 
liver cell disease are poor candidates for sur- 
gery; while those with obstruction to the 
bile duct, even if it be complete, tolerate 
surgical procedures quite well. They are us- 
ually able to eat and can be adequately pre- 
pared for surgery. A delay of six to eight 
weeks causes no great increase in the oper- 
ative risk. 

In the third month of this patient’s illness, 
an exploratory operation was performed. 
Neither the common duct nor the gallbladder 
was found to be enlarged or distended; a 
probe could be passed easily into the duo- 
denum, and when the duodenum itself was 
opened no evidence of obstruction was found. 
The head of the pancreas was thought to be 
somewhat indurated, and a specimen was re- 
moved for biopsy. This was reported as show- 
ing no abnormality. Drainage from a T tube 
placed in the common duct was poor, al- 
though as much as 400 cc. was obtained in 
one 24 hour period. An attempt to study the 
biliary tree with lipiodol was unsuccessful. 
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The opaque material flowed easily and di- 
rectly through the common duct into the duo- 
denum and did not outline the ductal system. 

Within the next week the patient began to 
have chills and fever, and subdiaphragmatic 
abscess was suspected. Another exploratory 
operation was done, and again no abnormal- 
ity was found. It is probable that the chills 
and fever were due to cholangitis with sta- 
sis, and infection, rather than to a liver ab- 
scess. After another ten days, the T tube 
was removed. Because the patient continued 
to have fever and chills, and was becoming 
progressively more jaundiced and cachectic, 
she was transferred to the North Carolina 
Baptist Hospital. 

At that time, the only pertinent physical 
findings aside from her poor nutritional 
state, marked icterus and abdominal scars, 
was enlargement of the liver to four fingers’ 
breadth below the right costal margin. The 
elevation of the right diaphragm and the 
evidence of both intraperitoneal and pleural 
fluids might indicate a primary process in 
the right upper quadrant, or might be sec- 
ondary to the surgical procedures already 
performed. 

Although it is unwise to make a positive 
diagnosis on the basis of negative findings, 
the impression gained from the history that 
this case probably represents an obstructive 
form of jaundice is to some extent confirm- 
ed by the absence of any enlargement of the 
spleen, true liver tenderness, spider angio- 
mas, ascites, evidence of collateral circula- 
tion, peripheral edema, or palmar erythema 
—all or any of which would be more sug- 
gestive of hepatitis or cirrhosis. 

The accessory laboratory data at the time 
of admission were helpful. Urobilinogen de- 
terminations done on twenty-eight consec- 
utive days were all reported as negative. 
The urobilinogen in the urine has its origin 
from the bacterial breakdown of the biliru- 
bin excreted into the intestinal tract. The 
urobilinogen is re-absorbed in quantities ex- 
ceeding that which can be excreted in the 
urine, and a portion is re-excreted in the 
bile. The repeated absence of urobilinogen 
in the urine indicates that little or no bile 
is entering the intestinal tract. When this 
finding persists as long as two weeks, it is 
extremely suggestive of complete obstruc- 
tion, usually by a malignant growth. Gall- 
stones produce an intermittent type of ob- 


CLINICOPATHOLOGIC CONFERENCE 


559 


struction, even though it may be complete 
for some time. 

The marked elevation of the white cell 
count is rarely seen in infectious or degener- 
ative liver disease, except in cases of sub- 
acute or acute yellow atrophy. The duration 
of illness in the case discussed and the pres- 
ence of persistent enlargement of the liver 
are against this possibility. The lowering of 
the total serum proteins can be explained by 
the prolonged period of illness and the poor 
dietary intake. The positive thymol turbid- 
ity and cephalin flocculation tests are not 
inconsistent with the development of some 
degree of liver damage, probably secondary 
to the obstruction. The finding of positive 
serologic tests for syphilis (although these 
had been negative at the beginning of ill- 
ness) probably represerts a false positive 
reaction due to the presence of abnormal 
globulin — a phenomenon infrequently seen 
in patients with jaundice and liver disease. 

Although the stools were described as 
clay-colored, they were positive for bile. This 
finding may occur even in a patient with 
complete obstruction, since the sloughing of 
bile-stained cells of the intestinal mucosa is 
often sufficient to produce a positive test 
in the deeply jaundiced patient. 

Two other laboratory findings which are 
of extreme interest are the high alkaline 
phosphatase (which occurs most frequently 
in the presence of obstruction, since the al- 
kaline phosphatase is excreted in the bile) 
and a prothrombin time which was prolong- 
ed only 3-1/2 seconds over the control. We 
might anticipate that if inflammatory or 
degenerative liver cell damage had been pres- 
ent over a period of three months, this pa- 
tient’s prothrombin time would have been 
considerably prolonged. The relatively nor- 
mal level is indicative of adequate utiliza- 
tion of vitamin K in spite of the degree of 
jaundice and the duration of her illness. 

I will ask Dr. Manson Meads to discuss 
the significance of the positive blood and 
bile cultures for Pseudomonas and the sensi- 
tivity studies which were done in this pa- 
tient. 

The outstanding features of this patient’s 
final hospital course can be summarized as 
follows: The fever was unaffected by the 
variety of antibiotic agents used, but when 
a spontaneous external biliary fistula de- 
veloped in the second week, the temperature 
promptly fell to normal levels. The presence 
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of an external biliary fistula is strong cir- 
cumstantial evidence that obstruction, with 
or without infection, is present and persist- 
ent. Shortly thereafter, definite signs of 
peritonitis and free fluid in the abdomen 
became evident, and paralytic ileus develop- 
ed. The presence of bile peritonitis is an 
extremely ominous sign. The irritant and 
toxic effect of the bile salts produces an out- 
pouring of fluid and makes fluid and acid- 
base balance a major problem which usually 
can be overcome only if the cause of the 
leakage of bile can be corrected surgically. 
For this reason, in spite of the patient’s ex- 
tremely precarious condition, a final lapa- 
rotomy was performed and 4,000 cc. of bile 
was aspirated. Little else could be done, 
however, and she expired the day following 
operation. 

The evidence is certainly indicative that 
we are dealing with an instance of profound 
progressive icterus secondary to an obstruc- 
tion to the flow of bile. The possibility that 
this arose outside the liver, either in the 
pancreas or adjacent nodes or as the result 
of adhesions, seems fairly well ruled out by 
the negative findings at the time of opera- 
tion. The possibility that the obstruction was 
within the liver and was due to a primary 
cancer is also remote, since such tumors are 
relatively rare, particularly in unpigmented 
races. They produce more pain, are usually 
associated with ascites, and palpation of the 
liver reveals evidence of a stony-hard tumor 
mass. Many such lesions are superimposed 
on a previous cirrhosis, and neither the past 
history nor the repeated biopsies and sur- 
gical explorations indicate that this disorder 
was present. 

The possibilities of obstruction due to a 
foreign body (most frequently stone), and 
such rare possibilities as invasion of the 
ductal system by Ascaris again seem remote. 
There was no evidence of dilatation of the 
duct, such as might be anticipated with the 
passage of a stone into the common duct; 
the gallbladder was apparently normal, and 
cholelithiasis in the absence of some pre- 
vious cholecystitis would again be unusual. 
The history of cholecystitis with cholecithi- 
asis is usually that of pain and recurring 
episodes of chills and fever lasting for days; 
the course is slowly progressive rather than 
rapidly down hill. 

It would seem that the diagnosis must be 
one which would account for increasing ob- 
struction to the flow of bile proximal to the 
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common duct. Primary carcinomas of the 
biliary ducts are uncommon. In 22,000 in- 
stances of surgery involving the biliary ducts 
at the Mayo Clinic only 49 primary biliary 
malignancies were reported’. These tumors 
may be in a large or small duct, and are often 
multiple. The sequence of events following 
the development of such a lesion is not un- 
like that noted in the patient under discus- 
sion, and is characterized by deep jaundice, 
pruritus early in the illness, weight loss, and 
cachexia. The sites most frequently involved 
are (1) the common duct, (2) the junction 
of the cystic, common hepatic, and common 
ducts, and (3) the junction of the common 
and hepatic ducts in that order.” 

Since the common duct was found to be 
patent at operation and the instillation of 
lipiodol, and since there was no evidence of 
hydrops of the gallbladder, it is my belief 
that if a primary ductal carcinoma is found 
it will not involve either of the more com- 
mon sites but will be located at or near the 
junction of the common and hepatic ducts. 
Pathologic changes will undoubtedly be found 
in the kidneys, and autopsy may show small 
abscesses in the liver as well as a perfora- 
tion in the ductal system which permitted 
the development of the externa! biliary fis- 
tula. The possibility that the elevated dia- 
phragm and the changes noted at the base 
of the right lung represent a spread of this 
malignancy can not be excluded. 

Dr. Cayer’s diagnosis: Primary carcinoma 
of the biliary system, probably at or near 
the junction of the common and hepatic 
ducts. 


Anatomic discussion 

Dr. Thomas N. Lide: At autopsy the body 
was found to be severely emaciated, weigh- 
ing an estimated 90 pounds. The skin show- 
ed extreme icterus. No lymph nodes were 
palpable. The thorax was of normal contour, 
and the breasts were atrophic. In the abdo- 
men, which was rounded and distended, 
there were three surgical incisions. 

When the abdomen was opened, approxi- 
mately 2 liters of greenish yellow, fibrin- 
flecked fluid was found in the peritoneal 
cavity, and the omentum was bound down 
by dense adhesions in the pelvis. The peri- 
toneum was opaque, dull, and covered by a 
thin layer of greenish-yellow fibrin. Numer- 
ous fibrinous adhesions bound many loops of 
the small bowel together. Abdominal viscera 
were in their usual positions. Four separate 
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loculated abscesses were found in the right 
upper quadrant—the largest lying immedi- 
ately beneath the liver, at the hilus, arising 
through a fistula in the left lobe of the 
liver. This fistula, which was easily probed, 
was approximately 2.5 cm. in depth and 
measured 4 to 5 mm. in diameter. It emerged 
from the liver just anterior to the gastro- 
hepatic ligament. Other cavities containing 
thick, yellow material were found posterior 
to the gastrohepatic ligament in the lesser 
peritoneal cavity, and another between the 
lateral abdominal wall, the right lobe of the 
liver, and the hepatic flexure. Each of these 
measured from 3.5 to approximately 6 cm. 
in its greatest dimension. 

The right pleural cavity contained approx- 
imately 1 liter of greenish-yellow, slightly 
cloudy fluid, while the left contained ap- 
proximately 500 cc. of similar fluid. The 
pleural surfaces were icteric. The pericar- 
dial cavity contained about 30 cc. of fluid, 
and the pericardium was smooth and glisten- 
ing. The heart weighed 250 Gm., and showed 
no lesions. Except for one calcified plaque 
approximately 1 cm. in diameter on the su- 
perior surface of the arch, relatively little 
atherosclerosis was seen in the aorta. The 
lungs were both heavy — particularly the 
lower lobes, which were collapsed, congest- 
ed and edematous. Dense fibrous adhesions 
were noted at both apices, and one small 
fibrotic tubercle was present in the right 
apex, approximately 0.5 cm. beneath the 
pleural surface. Anthracosis was prominent 
throughout both lungs and in the hilar nodes. 

No intrinsic abnormalities were noted in 
the gastrointestinal tract. The spleen weigh- 
ed 400 Gm., was soft, pinkish in color, and 
had a dull, opaque capsule which appeared 
icteric. The liver, which weighed 1900 Gm., 
was unusually soft, flabby, and friable. There 
were many dense adhesions over the anter- 
ior surface of the liver, and numerous fibrin- 
ous adhesions on the inferior surface. The 
fistula has been previously described. The 
common bile duct was found not to be dilated 
but was patent, with no signs nor external 
evidence of obstruction at any point along 
its course. The gallbladder was distended, 
and the wall was thickened and opaque. It 
contained approximately 50 cc. of watery, 
mucoid material. There was no evidence of 
obstruction to be found in the cystic duct. 

The common hepatic duct was probed, and 
a point of obstruction was encountered 2 
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Fig. 1. The roughened area to the left of the 
retractor represents the point of obstruction by the 
carcinoma. Dilatation of the bile ducts and altera- 
tion of hepatic architecture may be observed. 


cm. from the juncture of the right and left 
hepatic ducts. When the catheter passed 
through this area, approximately 75 cc. of 
thick, yellowish-green, cloudy material escap- 
ed, allowing a partial collapse of the hilar 
region of the liver. The duct was opened, 
and the area of narrowing was found to 
be represented by a roughened, irregular 
surface with considerable fibrosis in the 
adjacent wall. It extended over a segment 
of approximately 2.5 cm., involved the con- 
fluence of the right and left hepatic ducts, 
and extended approximately 0.5 cm. into the 
left hepatic duct. The larger ducts within 
the liver were greatly dilated, some measur- 
ing approximately 2 cm. in diameter. The 
walls were bile-stained, and these ducts con- 
tained much greenish-yellow, purulent ma- 
terial. Several necrotic areas were encounter- 
ed, all connected with small or large bile 
ducts. These areas measured from 1 to 3 em. 
in diameter, and were located for the most 
part near the hilus. They represented soft, 
evacuated cavities, surrounded by zones of 
hyperemia. The parenchyma was dull brown- 
ish in color, with red and yellow splotches, 
and with prominent lobular outlines. The 
tissue was unusually friable. 

No changes were found in the adrenal 
glands. The kidneys were both somewhat 
enlarged, weighing approximately 200 Gm. 
each. The cortex bulged slightly above the 
incised capsule, and the capsules were slight- 
ly thickened and adherent. The cortical tis- 
sue was soft, with unusually prominent hy- 
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peremic markings, and a generally glassy, 
opaque appearance. The ureters and bladder 
showed no gross abnormalities. The uterus, 
tubes, ovaries, and appendix had been re- 
moved surgically. No gross abnormalities 
were seen in the cervix. 

Microscopically, the obstructive lesion in 
the hepatic duct was found to represent a 
well differentiated adenocarcinoma, which 
invaded the wall but had not metastasized, 
so far as could be demonstrated. The large 
nodes found in the gastrohepatic ligament 
and about the pancreas were involved in 
inflammatory changes. The liver was ex- 
tensively degenerated, showing both periph- 
eral and central necrosis, with much cloudy 
swelling and degenerative changes in the 
remaining parenchymal cells. Fibrosis in the 
periportal spaces was not particularly prom- 
inent, but there was some increase in fibrous 
tissue, indicative of an early biliary cir- 
rhosis. The cavities described in the liver 
were found to represent necrotic hepatic 
tissue, and were not surrounded by an in- 
flammatory exudate. The lungs were edem- 
atous, and there was atelectasis in the lower 
lobes. The spleen showed much congestion 
and hyperplasia of the reticulo-endothelial 
elements. On the peritoneal surface of the 
bowel there was an acute inflammatory ex- 
udate with fibrin deposition. The changes 
in the kidneys consisted predominantly of 
degeneration and cloudy swelling of the tu- 
bules, which were in some areas necrotic; 
many of the tubules contained bile casts. 

The finding of the adenocarcinoma of the 
hepatic duct accounted adequately for the 
patient’s clinical course. The obstruction had 
been of considerable duration, producing ne- 
crosis and degenerative changes throughout 
the liver and large abscess-like areas of ne- 
crosis, which were free of an inflammatory 
reaction. Another manifestation of obstruc- 
tion in addition to the hepatic necrosis was 
the formation of fibrous tissue in moderate 
degree, producing an obstructive type of bil- 
iary cirrhosis. Why the obstruction began 
early, and why drainage through the T tube 
was partially successful are questions which 
we cannot answer satisfactorily. It has been 
postulated that there may be a neurogenic 
element, as well as mechanical narrowing of 
the hepatic ducts produced by invasion of 
nerve trunks by the carcinoma. In this case 
tumor tissue was found in the center of one 
of the larger nerves in the wall of the duct. 
The fistula originated in the left lobe of the 
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Fig. 2. The tumor invading a nerve trunk in 
the wall of the hepatic duct. 


liver through communication of one of the 
intrahepatic ducts with the surface. As pres- 
sure was built up inside the liver, the drain- 
age occurred through this fistula, which 
was still present at autopsy. 

Atelectasis of the lungs was most likely 
produced by the large quantities of fluid in 
the pleural cavities. The enlarged spleen 
found at autopsy represented a combination 
of reactive hyperplasia and congestion sec- 
ondary to portal obstruction. The changes 
found in the kidneys (swelling and degen- 
eration of the renal tubules with bile casts 
in the lumen) are quite common in obstruc- 
tive jaundice, particularly when the obstruc- 
tion has been prolonged. 


Comment 

The rarity of malignant lesions of the 
extrahepatic bile ducts is well known. Mar- 
shall, in an analysis of approximately 22,000 
operative procedures performed on the bil- 
iary system between 1910 and 1930, at the 
Mayo Clinic, could find only 49 instances 
proven by pathologic examination. Between 
1939 and 1949, approximately 14,000 oper- 
ations on the bile ducts were performed at 
the Mayo Clinic. Among these, 66 instances 
of malignancy were found®). The most com- 
mon sites for the tumors were the juncture 
of the common, cystic, and hepatic ducts 
(35 per cent), the common bile duct (32 
per cent), the hepatic duct (26 per cent), 
and the cystic duct (3 per cent). 

Analysis of other series“) has shown a 
decrease in the incidence of malignant le- 
sions in the common hepatic duct, which has 
been found to represent the site of only 4 to 
12 per cent of all tumors of the extrahepatic 
bile ducts. Approximately 40 cases of tu- 
mors in this location, not including that of 
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the patient under discussion, have been re- 
ported. Metastases, mainly to the liver and 
regional lymph nodes, have been reported 
in approximately 52 per cent of the cases, 
and metastases to sites as far distant as the 
mediastinum have been noted. The total tu- 
mor mass has in nearly all instances been 
small and associated with marked dilatation 
of the intrahepatic bile ducts, with obstruc- 
tive jaundice and eventual death from hep- 
atic failure. A considerable increase in hep- 
atic fibrous tissue is usual, and occasionally 
suppurative cholangitis has supervened. 

It is of interest that the gallbladder is 
mentioned specifically in only a few of the 
recorded cases. In 7 of 9 instances of tumor 
in the hepatic duct described by Lieber, 
Stewart and Morgan”), the gallbladder was 
found to be distended like that of the pa- 
tient presented this evening. The etiology of 
this dilation is not evident on the basis of 
obstruction in any of the instances cited, 
and other authors have not offered an ex- 
planation. It may be of importance that in- 
vasion of nerves in the wall of the duct, 
which was plainly demonstrated in the case 
under discussion, was found in 63 per cent 
of the cases reported by Niebling, Dockerty, 
and Waugh. They postulated that this nerve 
invasion might have produced a_neuro- 
genic obstruction of the bile ducts in addition 
to the mechanical stricture. This element of 
dyskinesia may well apply to the gallbladder 
inasmuch as there is an intimate relation 
between the dynamics of the gallbladder, the 
bile ducts, and the papilla. Such an explan- 
ation is postulated in this case. 

The correct clinical diagnosis was made 
in approximately 20 per cent of-the cases 
preoperatively, and in only 36 per cent at 
surgery. The remainder of the tumors were 
discovered at autopsy. It has been pointed 
out that jaundice, pain, and loss of weight 
were the three essential preliminary symp- 
toms in the vast majority of patients. Pain, 
which occurred in 64 per cent of the pa- 
tients, was described as intermittent, not 
constant; in many instances it subsided with 
the onset of jaundice. Approximately 80 per 
cent of the patients lost weight—an average 
of 26 pounds—in the four to five months 
prior to the onset of jaundice. Approxi- 
mately 87 per cent of the patients were 
jaundiced at the onset of their symptoms. 
Fever and chills were rare in the early course 
of the disease, and the leukocyte count was 
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within the limits of normal until some com- 
plicating factor developed. 

Dr. Manson Meads : Pseudomonas aeru- 
ginosa was cultured repeatedly from the 
drainage of the biliary fistula and inter- 
mittently from the blood of this patient dur- 
ing her last hospital admission. Bacteremia 
due to this organism is rare, because of its 
low degree of pathogenicity for man. When 
present, bacteremia indicates that the de- 
fense mechanisms of the host are markedly 
reduced. 

In the light of the clinical and bacter- 
iologic findings, we felt that an ascending 
cholangitis might have become established 
by way of the T tube in the common duct. 
The possibility of the subsequent develop- 
ment of a subhepatic abscess or multiple 
liver abscesses in such a situation seemed 
likely. 

The major principles of treatment under 
these conditions are to establish adequate 
drainage when possible and to administer 
large doses of a chemotherapeutic drug. Ps. 
aeruginosa is notoriously difficult to eradi- 
cate with the drugs now in clinical use. At 
present, terramycin is probably the drug of 
choice, though reports indicate that an oc- 
casional infection with this organism has 
been controlled with polymyxin or strepto- 
mycin. The reduced excretion of antibiotic 
drugs by a damaged liver, the relative re- 
sistance of Ps. aeruginosa to the available 
chemotherapeutic drugs, the pathologic pro- 
cess produced by this organism—that is, lo- 
cal necrotic areas with poor blood supply 
and inefficient phagocytic activity therein— 
and the underlying obstructive process re- 
sulting in poor drainage are major factors 
which probably led to failure of drug ther- 
apy in this patient. 

Anatomic diagnoses 
Adenocarcinoma of the common hepatic 
duct with extension into the left hep- 
atic duct 
Biliary obstruction with extensive hepatic 
necrosis and obstructive biliary cirrho- 
sis 

Severe icterus 

Biliary fistula and multiple loculated ab- 

scesses of the right upper quadrant 

Hydrops of the gallbladder 

Cholemic nephrosis 

Bilateral pleural effusions with atelectasis 

of the lower lobes 

Severe emaciation 





NORTH CAROLINA MEDICAL JOURNAL 


References 


M.: Tumors of the Bile Ducts, Surg. Gynec. 
& Obst. 54:6-12 (Jan.) 1932. 

». Bockus, H. L.: Gastro-Enterology, Philadelphia, W. B. 
Saunders Co., 1946, vol. 3, p. 643. 

8. Neibling, H. A., Dockerty, M. B., and Waugh, J. M.: Car- 
cinoma of the Extrahepatic Bile Ducts, Surg. Gynec. & 
Obst. 89:429-438 (Oct.) 1949. 

. Sanford, G. E., and Lowry, C. C.: Carcinoma at the Con- 
fluence of the Hepatic Bile Ducts; Case Report, South. 
Surg. 15:738-746 (Oct.) 1949. 

5. Stewart, H,. L., Lieber, M. M., and Morgan, D. R.: Carci- 
noma of the Extrahepatic Bile Ducts, Arch, Surg. 41:662- 
7'%3 (Sept.) 1940, 


. Marshall, J. 





Committees and Organizations 


NORTH CAROLINA TUBERCULOSIS 
ASSOCIATION 


THE SCORE AGAINST TUBERCULOSIS 
JOHN H. SKAVLEM, M.D. 


In the United States, one person in five 
on an average becomes infected with the 
tubercle bacillus. This ratio varies according 
to sections and areas of the country. Of these 
persons infected, one in fifty develops the 
disease tuberculosis. Among those diseased, 
one in ten dies. 


The tuberculin test is used to find the 
persons infected, the one in five. The x-ray 
chest examination is especially valuable to 


detect the persons diseased, the one in fifty. 
The physician by his examinations: and lab- 
oratory tests determines who of the dis- 
eased persons needs treatment, what kind 
and how much, thus striving to cut down 
the ratio of one in ten for those of the dis- 
eased who die. 

Prevention is the best care of any disease. 
For tuberculosis we have methods, thor- 
oughly organized and applied by doctors, 
nurses, and other health workers, which are 
very effective. BCG vaccination has been 
added as a specific measure. It is safe. It is 
effective to some extent. The immunity con- 
ferred to the person vaccinated is not com- 
plete or certain. It is not permanent. The 
procedure is still one to be used within rec- 
ognized limitations, in selected groups of 
persons known to have unusually hazardous 
exposure to the infection, and very carefully 
controlled in application. It is not yet to be 
used for the general population. 

Treatment of tuberculosis remains anchor- 
ed to the basic pattern of rest, good nutri- 
tion, and a happy mind. This is best afford- 
ed in a hospital. The person with tubercu- 
losis must heal himself. It is the body itself 
that builds up defenses to combat the in- 
vading germs and which heals the damaged 
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tissues. We do not inherit tuberculosis; but 
we do inherit the ability, in great or less 
degree, to resist the infection once it be- 
comes established in the body. The resistance 
naturally given to a person can be maintain- 
ed and strengthened by healthful living, or 
dissipated and lost by fatigue, poor nutri- 
tion, and intercurrent infections. Our efforts 
of treatment are directed to help the body 
destroy the germs and repair the injured 
parts. 

To the fundamental pattern of rest in 
treatment have recently been added two won- 
derful scientific developments—new biologic 
agents and chemical drugs, and perfected 
chest surgery. The most effective biologic 
agent is streptomycin. It has had the most 
thorough chemical, bacteriologic, biologic, 
animal experimental and clinical testing of 
any agent yet used in medicine. 

The action of streptomycin is to inhibit 
the growth and multiplication of the tuber- 
cle bacilli in the body. The natural forces of 
resistance in the average patient could with- 
stand and overwhelm a single invasion of 
one generation of tubercle bacilli. But the 
rapid multiplication of invading germs from 
a few hundred to millions or billions in a 
few days is what kills the patient. Strepto- 
mycin cannot kill tubercle bacilli, but it is 
terrifically effective by its inhibiting action. 

Certain drugs are given with streptomy- 
cin to increase its therapeutic potency and 
to reduce the development of drug resistance 
by the germ. The most effective drug for 
such purpose now used is para-aminosali- 
cylic acid (PAS). Research in many centers 
continues in efforts to find agents even more 
effective than those described. There is def- 
inite promise that such discoveries will be 
made. 

Pneumothorax, the oldest form of collapse 
therapy, is now being used with greater se- 
lectivity of cases to be so treated. Pneumo- 
peritoneum is having increasing usage, to- 
gether with phrenic nerve crush. Surgical 
collapse of the lung by thoracoplasty con- 
tinues to offer very effective results for cav- 
ity closure in chosen areas. Resection, or 
removal of diseased lung in measure of seg- 
ments, lobe or whole lung, has added reha- 
bilitation and life for an increasing number 
of patients. Perfection of surgical techniques, 
improvement in anaesthesia, and the use of 
biologic agents and chemical drugs has made 
such surgical procedures possible and safe. 
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Our goal is eradication. Our immediate 
practical aims are prevention, early diag- 
nosis, and complete cure before destruction 
of tissue by the disease necessitates the ap- 
plication of procedures that involve perma- 
nent loss of function and parts to the body. 
The score against tuberculosis is turning 
more and more in favor of the patient and 
the population in general. 

The score has been influenced in large 
measure by the work of the National Tuber- 
culosis Association and its 3,000 affiliated 
associations throughout the country. Pre- 
vention is emphasized by the associations 
whose activities are primarily in the fields 
of education, case finding, rehabilitation, 
and support of medical research. All work 
of the associations is financed from Christ- 
mas Seal Sale proceeds. Every Christmas 
Seal purchaser, therefore, in contributing to 
the tuberculosis control program in this coun- 
try, is helping to conquer a disease which 
ranks first among diseases as a cause of 
death in the age group from 15 to 35. 





BUY CHRISTMAS SEALS 
FIGHT TUBERCULOSIS 





Tuberculosis control will not be found in the sum 
of case finding, medical care, and social assistance— 
it will be found rather in the coordination of these 
activities, and in the manner in which they are 
knit together.—Robert J. Anderson, M.D., and Ed- 
ward T. Blomquist, M.D., Pub, Health Reports, 
February 2, 1951. 
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Despite the encouraging decline of the death rate, 
and new techniaues which should be helpful in the 
future, tuberculosis is still one of the most import- 
ant public health problems, It will take many years 
of undiminished energy to reduce it to an unim- 
portant level—James E. Perkins, M.D., Tr. 1950 
Conf. Pub. Health A. New York City. 
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CORRESPONDENCE 


To the Editor: 

I cannot accept the conclusions of Dr. C. P. 
Stevick in his article, “Has Malaria Disap- 
peared” (NORTH CAROLINA MEDICAL JOUR- 
NAL, September, 1951). I base my disagree- 
ment not only on my own personal experi- 
ence, but also on that of my colleavues, in 
this county and in adjacent counties, with 
whom I have discussed this subject. 

I feel that the statistical decline of ma- 
laria in this area is due to two causes: (1) 
The criteria of diagnosis required by the 
State Health Department is too strict, re- 
sulting in the rejection of the diagnosis in 
many cases; (2) because of the refusal of the 
State Health Department to accept our diag- 
nosis of malaria and of their inability to find 
the plasmodia in the slides we have mailed 
to them, the physicians in this area continue 
to diagnose and treat malaria, but do not 
report it. 

I will admit that the classic picture of 
malaria—the disease characterized by cyclic 
chills and fever has declined, but even it 
has not disappeared. There is, however, a 
milder form which is still quite prevalent. 
We see many adults who complain of tired- 
ness, weakness, and vertigo, who do not har- 
bor intestinal parasites, and whose only pos- 
itive physical or laboratory finding is micro- 
cytic anemia. If these patients are given a 
course of Atabrine or Aralen and no other 
treatment, they rapidly recover. These same 
people will develop, postoperatively or post- 
partum, a cyclic febrile course. Then our hos- 
pital technicians report malaria present, al- 
though the State Health Department fails to 
confirm this. These cases respond quickly to 
antimalarial therapy. Either this is malaria, 
or it is a new disease for which antimalarial 
therapy is specific. I consider it malaria. 

We also see babies and small children who 
are irritable and anemic, and who complain 
of periumbilical pain, loss of appetite, and 
some diarrhea. They do not have intestinal 
parasites. Given only a course of Coco-qui- 
nine or Atabrine, they rapidly recover. Is 
this another disease cured by the specific 
antimalarials? I consider it malaria. 

When we have the time to take a thin 
smear and spend 30 to 45 minutes studying 
it, occasionally we find what we consider a 
malarial parasite, either Plasmodium virax 
or P. falciparum. I have been unable to find 
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the organisms on thick smears. Obviously 
the technician at the state laboratory cannot 
spend that much time on every blood smear. 

I hope that this letter will not be construed 
as any criticism of the State Board of Health. 
I think that they are doing an excellent job. 
However, sometimes a discrepancy appears 
between statisticians and the experience of 
rural physicians. In this case I feel that the 
statisticians not only in the State Health De- 
partment, but also in the Public Health Ser- 
vice have strayed too far from the clinical 
arena and that further research is needed 
before they can conclude that malaria is dis- 
appearing. A questionnaire sent to all the 
physicians in this state might throw further 
light on this question. 

I can see three other possibilities to ac- 
count for the statistical decrease of malaria 
in North Carolina: (1) that the decrease in 
reported cases is proportionate to the lim- 
itations on diagnosis imposed by the health 
authorities; (2) that there may be an exo- 
erythrocytic stage of chronic malaria which 
may produce symptoms and yet evade lab- 
oratory diagnosis; (3) that the native pop- 
ulation has developed immunity to the native 
strains of malaria that has altered the dis- 
ease picture. I cannot agree that melerss is 
in any way disappearing. 

Very truly yours, 
LEON J. TAUBEN?!IAUS, M.D. 
Shallotte, N. C. 


(We sent Dr. Taubenhaus’ letter to Dr. Ste- 
vick, for comment. His reply follows.—Ed.) 


To the Editor: 

Dr. Taubenhaus is not alone among the 
practitioners of the state in questioning the 
conclusion that negative blood smears rule 
out malaria in persons with clinical symp- 
toms who respond to antimalarial therapy. 
Scientific proof of the existence of the dis- 
ease for the purpose of instituting public 
health control measures does, hovever, re- 
quire laboratory evidence. 

My article was intended primarily to stim- 
ulate interest in the securing of blood smears 
from all persons having malaria so that the 
question of its continued existence can be 
definitely answered, either affirmatively or 
negatively. 

In regard to the criteria of the State 
Hea!th Department for evaluating reports, it 
should be pointed out that all report cards 
and death certificates submitted by physi- 
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cians are recorded. The chief point of dif- 
erence appears to be with regard to labora- 
tory interpretation of blood smears suspected 
of being positive. -This problem was antici- 
pated by the National Malaria Society’s 
“Committee on Criteria to Determine When 
Malaria Ceases to be an Epidemic Disease.” 
The United States Public Health Service was 
asked to establish a national depository to 
evaluate doubtful smears. Any slides consid- 
ered to be positive after examination in a pri- 
vate laboratory and which are submitted to 
the State Laboratory in tre future will be re- 
ferred to the national depository, or any 
other qualified laboratory suggested by the 
attending physician, for study. To insure 
that such slides receive proper handling, it 
is suggested that they be carefully labeled 
and be accompanied by a letter giving the 
results of the local examination. 
Yours sincerely, 
C. P. STEvicK, M.D., Director 

Division of Epidemiology 

North Carolina State Board 

of Health 
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FIFTH ANNUAL PUBLIC RELATIONS 
CONFERENCE 


The Fifth Annual Public Relations Conference of 
the State Medical Society is scheduled for Friday, 


December 14, at the Sir Walter Hotel, in Raleigh. 
The conference will begin at 2:00 in the afternoon 
and conclude around 7:00 p.m. The Public Relations 
Committee has selected four outstanding speakers, 
each to talk thirty minutes on public relations in 
his own field. 

Speakers for this year’s conference will be: Mr. 
Stanley C. Hope, President, Esso Standard Oil 
Company, New York; Mr. F. J. Turner, President, 
Southern Bell Telephone and Telegraph Company, 
Atlanta; Mr, C. T. Lipscomb, Jr., President, Pepso- 
dent Division of Lever Brothers- Company, New 
York; Mr. J. C. Cowan, Jr., President, Burlington 
Miils Corporation, Greensboro, 

Public Relations Committee members are most 
anxious to have all state, district, and county soci- 
ety officers, all public relations committee mem- 
bers, and councilors, together with auxiliary offi- 
cials, attend. In addition, each member of the State 
Society and Auxiliary is cordially invited. Desig- 
nated officials of the Auxiliary will act as host- 
esses. 





NORTH CAROLINA MENTAL HYGIENE 
INSTITUTE 


The second annual Mental Hygiene Institute spon- 
sored by the North Carolina Mental Hygiene Soci- 
ety and the North Carolina Neuropsychiatric Asso- 
ciation was held November 14 at the Hotel Sir 
Walter in Raleigh. The theme of the institute, 
“Mental Hygiene—At Work—at Home—and in So- 
ciety,” was carried out in the following program: 
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2:00 p.m.—Symposium: “Mental Hygiene in Indus- 
try’—Dr. George Southerland of Duke Univer- 
sity, presiding; speakers, Dr. William Line and 
Dr. John D. Griffin of Canada; discussion lead- 
ers, Dr. D. J. Moffie of North Carolina State 
College and Mr. Forrest Shuford, Commissioner 
of Labor, Raleigh. 

4:00 p.m.—“Mental Health and the Future’—Dr. 
R. Burke Suitt, Duke Hospital, presiding; 
speaker, Dr, Lloyd J. Thompson, Bowman Gray 
School of Medicine; discussion leaders, Dr, Car- 
son Ryan and Dr. W. D. Perry of the Univer- 
sity of North Carolina, and Miss B. Haley, 
Field Secretary of the Parent-Teacher Associa- 
tion. 

5:15 p.m.—Panel Discussion: “International Trends 
in Mental Health” — Moderator, Dr. Vernen 
Kinross-Wright of Duke Hospital; participants: 
Dr. Klaus Berblinger, Switzerland; Dr. Bing- 
ham Dai, China; Dr. Lorant Forizs, Hungary; 
Dr. Hans Loewenbach, Germany; Dr. George 
Southerland, Canada, and Dr. Vernon Kinross- 
Wright, England. 





NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Dr. William L. Fleming, professor of preventive 
medicine at Boston University School of Medicine, 
has accepted the position as professor of preventive 
medicine and director of the Medical Outpatient 
Clinie of the University Hospital. Dr, Fleming re- 
ceived his training at Vanderbilt University, where 
he taught for two years before going to Johns 
Hopkins University; from 1939 to 1945 he was pro- 
fessor of syphilology at the University of North 
Carolina. He is a member of the American Society 
for Clinical Investigation, the American Venereal 
Disease Association, the American Social Hygiene 
Association, and the American Public Health Asso- 
ciation, and is a diplomate of the Board of Internal 
Medicine and of Public Health. 


* * % 


Dr. George C. Ham has been appointed professor 
of psychiatry and expects to come to Chapel Hill in 
December. Dr. Ham received his medical training 
at the University of Pennsylvania and was a mem- 
ber of the Department of Medicine at the Univer- 
sity of Virginia during 1942 and 1943. In World 
War II he held a special assignment in the Chem- 
ical Warfare Service of the War Department. Since 
1946 he has been at the Institute for Psychoanalysis 
in Chicago. He is a diplomate of the~-Boards of 
Internal Medicine and Neurology and Psychiatry, 
and is a member of the American Psychiatric As- 
sociation, the Psychosomatic Society, the American 
Society of Clinical Investigation, and the American 
Federation of Clinical Research. 

* * * 


Dr. William James Cromartie, associate profes- 
sor of bacteriology and medicine at the University 
of Minnesota, has been appointed associate profes- 
sor in bacteriology and director of the Bacterio- 
logical Laboratory in the University Hospital. Dr. 
Cromartie, a native of Garland, North Carolina, 
took his medical training at Emory University; he 
is a diplomate of the American Board of Pathology 
and of the American Board of Internal Medicine. 

* a * 


Dr. K. M. Brinkhous, professor of pathology, at- 
tended the meeting of the American Association of 
Blood Banks in Minneapolis on October 24, where 
he acted as moderator of a roundtable discussion 
on “Recent Investigations on Blood Preservation.” 

oe oe *% 
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Dr. C. Bruce Taylor, associate professor of path- 
ology, presented a paper entitled “Combined Micro- 
scopic and Functional Studies on the Cardiac Con- 
duction System of the Dog” at the meeting of the 
Central Society for Clinical Research in Chicago 
on November 2. 

oO :# 


Dr. Carl E. Anderson, of the Department of 
Biological Chemistry, spent the summer at the Oak 
Ridge National Laboratories on a study of the ef- 
fect of cholestrol feeding and thyroid suppression 
(chemical and surgical) on the development of 
abnormal serum lipoprotein patterns and subsequent 
arteriosclerotic lesions; this is a joint project with 
Drs. Robert Furman and Peter Blake of the Van- 
derbilt University School of Medicine. Dr. Ander- 
son has been granted a traveling contract for per- 
iodical visits to Oak Ridge for the continuation of 
this study. 

* ad * 

Dr. Nathan A. Womack, professor of surgery, 
spoke to the Sixth District Medical Society at its 
October meeting on “The Significance of Benign 
Lesions of the Breast.” He was guest speaker at 
the initial fall meeting of the Clinical-Radiological 
Conference in Kinston and discussed “Acute Chol- 
ecystitis.” Dr. Womack also appeared on the pro- 
gram of the Tenth District Medical Society meeting 
on October 3. 

* a co 

Dr. Charles H. Burnett, professor of medicine, 
was guest speaker at the Third District Medical 
Society meeting in Whiteville on October 31, and 
on November 13 spoke to the Clinical-Radiological 
Conference in Kinston on “Modern Concepts in the 
Treatment of Acute Renal Diseases.” He was on 
the program of the Wilson County Heart Associa- 
tion at its November meeting. Drs. Burnett, Berry- 
hill, and Womack took part in the program for the 
annual fall meeting of the Fifth District Medical 
Society in McCain on November 15. 





NORTH CAROLINA STATE BOARD OF 
MEDICAL EXAMINERS 


The next meeting of the North Carolina State 
Board of Medical Examiners will be held Monday, 
January 21, 1952. The board will convene at 9 a.m., 
at whfch time applicants for licensure by endorse- 
ment of credentials will be interviewed. 





MECKLENBURG COUNTY MEDICAL SOCIETY 


George T. Pack, M.D., will speak at the regular 
meeting of the Mecklenburg County Medical Soci- 
ety on Tuesday evening, January 8, 1952, in Hotel 
Charlotte Ballroom, Charlotte, under the auspices 
of the Mecklenburg unit of the American Cancer 
Society. 

Dr. Pack is clinical professor of surgery at New 
York Medical College; associate professor of sur- 
gery, Cornell University Medical School; attending 
surgeon, Memorial Cancer Center and Pack Medical 
Group, New York, New York. He will speak on 
“Recent Advances in the Treatment of Cancer.” 





FIFTH DISTRICT MEDICAL SOCIETY 


The fall meeting of the Fifth District Medical 
Society was held at the North Carolina Sanatorium 
at McCain on Thursday afternoon, November 15. 
The scientific program presented at the afternoon 
session, was as follows: “The Extension of Surgery 
in the Treatment of Cancer’—Dr. Nathan A. Wo- 
mack, Chapel Hill; “The Treatment of Diabetic 
Acidosis”—Dr. Charles H. Burnett, Chapel Hill; 
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“The Solitary Rounded Pulmonary Lesion”’—Dr. W. 
C. Sealy, Durham; “Everyday Problems in Skin 
Disease’”’—Dr. J. Lamar Callaway, Durham. 

The meeting concluded with a business session 
and dinner. 





SIXTH DISTRICT MEDICAL SOCIETY 


The following program was presented at the 
afternoon session of the Sixth District Medical So- 
ciety meeting, which was held at Butner on October 
10: “The Modern Concept of the Treatment of 
Threatened Abortion—Dr, Bayard Carter, Durham; 
“Surgery of the Spleen’—Dr. Alfred T. Hamilton, 
Raleigh; “The Non-Surgical Management of Facial 
Skin Malignancy’—Dr. Joseph M. Hitch, Raleigh; 
“The Surgical Treatment of the Ruptured Lumbar 
Intervertebral Disk—Dr. Walter S. Hunt, Raleigh; 
“Vomiting in Infancy”—Dr. Charles F. Williams, 
Raleigh; “Newer Concepts of the Role of Potas- 
sium in Disease’—Dr. James W. Woods, Durham; 
“Common Lesions of the Esophagus”—Dr. Thomas 
C. Worth, Raleigh; “The Importance of Early De- 
tection of Glaucoma’ —Dr. Hubert B. Haywood, 
Raleigh; “Upper Urinary Tract Obstruction”—Dr. 
Tom B. Daniel, Raleigh. 

During the business session following dinner the 
society elected the following officers: Dr. Fred G. 
Patterson of Chapel Hill, president; Dr. James W. 
Woods, Jr., of Durham, vice president, and Dr. 
Harold B. Kernodle of Burlington, secretary-treas- 
urer. The meeting concluded with a paper on “The 
Significance of Benign Lesions of the Breast” by 
Dr, Nathan A. Womack of Chapel Hill. 





CORRECTION 


We regret the inadvertent omission of the name 
of Dr. Paul F. Whitaker from the fifteenth Board 
of Medical Examiners, on page 328 of the Transac- 
tions, North Carolina Medical Journal, August, 1951. 





NEWS NOTES 


Dr. B. Bruce Langdon has announced the open- 
ing of his office for the practice of urology and 
urological surgery at Fayetteville. 

* a a 

Dr. S. Clay Williams of Winston-Salem has open- 
ed offices in the Reynolds Building for the practice 
of internal medicine. 





AMERICAN COLLEGE OF CHEST PHYSICIANS 


The Council on Postgraduate Medical Education 
and the Southern Chapter of the American College 
of Chest Physicians, with the cooperation of Van- 
derbilt School of Medicine, will sponsor a_post- 
graduate course in diseases of the chest at Vander- 
bilt University School of Medicine, Nashville, 
Tennessee, on January 22-27, 1951. 





AMERICAN SOCIETY FOR THE STUDY OF 
STERILITY 


The American Society for the Study of Sterility 
has announced the opening of the 1952 contest for 
the most outstanding contribution to the subject of 
infertility and sterility. The winner will receive a 
cash award of $1,000, and the essay will appear on 
the program of the 1952 meeting of the society. 
Essays submitted in this competition must be re- 
ceived not later than March 1, 1952, For full par- 
ticulars, address the American Society for the 
Study of Sterility, 20 Magnolia Terrace, Spring- 
field, Massachusetts. : 
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AMERICAN UROLOGICAL ASSOCIATION 


The American Urological Association offers an- 
nual awards totaling $1,000 (first prize of $500, 
second prize $300, and third prize $200) for essays 
on the result of some clinical or laboratory research 
in urology. Competition is limited to urologists who 
have been in such specific practice for not more 
than five years, and to men in training to become 
urologists. 

The first prize essay will be included on the 
program of the forthcoming meeting of the Amer- 
ican Urological Association, to be held at the Chal- 
fonte-Haddon Hall, Atlantic City, New Jersey, June 
23-26, 1952. 

For full particulars write the secretary, Dr. 
Charles H. de T. Shivers, Boardwalk National Ar- 
cade Building, Atlantic City, New Jersey. Essays 
must be in his hands before February 15, 1952. 





NATIONAL SOCIETY FOR CRIPPLED CHILDREN 
AND ADULTS 


The nation’s handicapped constitute a “human 
uranium supply” to be drawn upon in emergency, 
and it is up to public and private agencies alike to 
see that this supply is discovered and put to use. 

With this thought in mind, hundreds of delegates 
who attended the thirtieth annual convention of the 
National Society for Crippled Children and Adults, 
the Easter Seal Society, returned to all parts of 
the United States, October 5, to practice the meth- 
ods and suggestions they had heard and seen pre- 
sented by nationally known authorities during the 
three day session in Chicago’s Palmer House. 

Davis E, Geiger, Ashland, Kentucky, succeeded 
Gerald M. Ungaro as president of the organization. 
William T. Sanger, president of the Medical College 
of Virginia, Richmond, was chosen president-elect. 





NATIONAL HEALTH COUNCIL 


To help communities start new health councils— 
or make existing councils better—the National 
Health Council has prepared a new “loan kit” of 
health promotion literature. 

The kit, entitled “Aids to Community Health 
Planning,’ may be borrowed for a month at a time, 
with privilege of renewal, or purchased for $2.50. 

A health council is a planning and coordinating 
body of voluntary health groups, professional soci- 
eties, official agencies, and citizens’ groups work- 
ing together for community health. There «*.. 32 
state and 1,200 local councils in the country today, 
the National Health Council reports. 

Most of the material is the work of men and 
women actively engaged in health council work. 
Sections of the kit are so arranged that they may 
be parcelled out separately for special use. 

For loan or purchase, write: National Health 
Council, 1790 Broadway, New York 19, New York. 





AMERICAN HEARING SOCIETY 


Compiled by the American Hearing Society, a 
current list of schools, universities, hospitals and 
local chapters maintaining hearing aid services on 
a noncommercial basis is now ready for distribu- 
tion. Free copies may be obtained by writing to 
the society’s national headquarters, 817 14th Street, 
N. W., Washington 5, D. C. 

Monthly publication of the American Hearing 
Society, Hearing News, is one of 17 magazines 
which have officially adopted a uniform style for 
printing the following words frequently used in 
articles concerning hearing: lipreading, preschool, 
day school, hard of hearing, hearing aid and speech- 
reading. 
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AMERICAN COMMITTEE ON MATERNAL 
WELFARE 


The fifth American Congress on Obstetrics and 
Gynecology will be held in Cincinnati, Ohio, March 
31 through April 4, 1952, at the Netherland Plaza 
Hotel. 

Sponsored by the American Committee on Ma- 
ternal Welfare, the Congress will feature a com- 
prehensive five day scientific program covering the 
medical, nursing, and public health aspects of the 
maternal care team. 

Congress registration fees are $5.00 for members 
and $10.00 for non-members, Further information, 
registration or reservations can be obtained by 
writing to Mr. Donald F. Richardson, Executive 
Secretary, American Committee on Maternal Wel- 
fare, 116 South Michigan, Chicago 3, Illinois. 





UNITED CEREBRAL PALSY 


The second annual convention of United Cerebral 
Palsy was held at Philadelphia from November 2 
through November 4. 

The three day convention included a medical and 
scientific symposium, an educational symposium 


and the dedication of the Chestnut Hill Project, the 
first pilot center established by United Cerebral 
Palsy in the United States for the research, diag- 
nosis, and treatment of the Cerebral Palsied. 





COMMUNICATION FROM THE CIVIL 
AERONAUTICS ASSOCIATION 


Blood cholinesterase determinations afford a posi- 
tive means for excluding the possibility of poison- 
ing by organic phosphate insecticides in cases where 
poisoning by this agent is suspected. The United 
States Public Health Service has recently informed 
us that it would make these determinations for us 
at either of the following two Public Health Service 
Laboratories: 

1, U.S. Public Health Service 

Communicable Disease Center 
Technical Development Services 

P, O. Box 769 

Savannah, Georgia 

U. S. Public Health Service 
Communicable Disease Center 
Toxicology Laboratory 

P. O. Box 73 

Wenatchee, Washington : 

The following instructions describe how the blood 
samples should be taken, prepared, and shipped. 

* a HK 


Blood should be taken by venipuncture from the 
arm of the subject by the ordinary procedure, us- 
ing sterile equipment, Heparin is the anticoagulant 
of choice, and the minimum amount to prevent 
clotting should be used, so as to dilute the blood 
sample as little as possible. Merely wetting the 
syringe with heparin is sufficient. Sodium citrate 
may be used if heparin is unavailable. The blood 
should be carefully transferred from the syringe to 
a clean, dry 15 milliliter graduated centrifuge tube 
by gentle pressure on the plunger. The needle should 
be removed, and the aperture of the syringe should 
be placed in contact with the side of the tube be- 
fore the blood is forced out. These precautions are 
necessary to prevent hemolysis. Ten milliliters of 
blood should be drawn and processed to insure ade- 
quate amounts of material for cholinesterase anal- 
yses in duplicate to be done. ‘ 

The collected blood is centrifuged for 15 minutes 
at 2,000 revolutions per minute, and the plasma is 
separated. The plasma may now be placed in a 
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clean, dry test tube of suitable size, closed with a 
tight-fitting rubber stopper, and plainly labeled. 
The plasma is now ready for shipment. 

The cells are mixed with three times their vol- 
ume of isotonic saline (0.9 per cent sodium chlor- 
ide) solution in the same centrifuge tube and again 
centrifuged at 2,000 revolutions per minute for 15 
minutes, After the supernatant fluid has been dis- 
carded, the operation is repeated, centrifuging this 
time for 20 minutes at 2,000 revolutions per min- 
ute. (In this final centrifugation the packing of the 
red cells is a critical point, and the recommended 
speed and time of centrifugation should be rigidly 
followed.) The volume of the cells is noted, and 
then the saline supernatant is removed to the’ point 
where the remaining volume of saline and cells is 
twice the volume of cells alone. The cells are then 
mixed thoroughly with the remaining saline. This 
mixture is then transferred to a clean, dry test 
tube, stoppered with a rubber stopper, and labeled. 
The red cells are now ready for shipment. 

Both plasma and cells must be kept refrigerated 
during shipment. It has been found convenient to 
wrap test tubes individually in cotton batting, 
place them in a tin container of suitable size with 
a screw or press-on cap, and then place the whole 
inside a large thermos or picnic jug packed with 
ice. It is recommended that shipments be made by 
air express, if feasible, in order to preserve ade- 
quate refrigeration for the samples during the en- 
tire period of shipment. Shipment may be made by 
slower forms of transportation provided that the 
samples are iced periodically. 





DEPARTMENT OF THE ARMY 


Returning Korea Veterans to Receive 
New Antimalarial Drug 

All servicemen returning from Korea will receive 
a new antimalarial drug, primaquine, the Depart- 
ment of the Army announced recently. 

Major General George E. Armstrong, Army Sur- 
geon General, reported that the decision was based 
on evidence that the drug is entirely safe in the 
15 mg. dose, and will cure the Korean type of ma- 
laria in most instances. 

The move has been endorsed by. both the Sub- 
committee on Malaria of the National Research 
Council and the Armed Forces Medical Policy Coun- 
cil. 

The new procedure will begin as soon as the drug 
can be made available in the Far East Command. 
Arrangements for its administration have been 
completed by the three services. The plan calls for 
personnel rotated from Korea to receive one dose 
of 1 Gm. of the malaria suppressant, chloroquine, 
followed by 15 mg. doses of primaquine for 14 con- 
secutive days. Primaquine will also be used in com- 
bination with other antimalarial agents in the treat- 
ment of cases of acute malaria. 





VETERANS ADMINISTRATION 


American veterans, disabled in military service 
anywhere in the world after fighting started in 
Korea, are now eligible under a new law for voca- 
tional training on the same basis as World War II 
veterans. 

Under the new law, training may be extended to 
those veterans, disabled in any part of the world 
after June 27, 1950, who meet essentially the same 
requirements as their fellow-veterans of World War 
II: a discharge under other than dishonorable con- 
ditions; a compensable service-connected disability, 
and a need for training to overcome the handicap 
of the disability. 











Veterans Administration said it will review all 
applications of veterans claiming compensation or 
pension because of multiple sclerosis to determine 
whether those not now on the compensation roll 
are entitled to compensation under a new law. 

Public Law 174, recently signed by the President, 
provides that multiple sclerosis, developing to a de- 
gree of 10 per cent or more disability within two 
years after separation from service or July 25, 
1947, whichever is the earlier, shall be presumed to 
to service-connected. 





FEDERAL SECURITY AGENCY 


Public Health Service 
Regular Corps Examination for Medical Officers 

A competitive examination for appointment of 
medical officers to the Regular Corps of the United 
States Public Health Service will held on Feb- 
ruary 5, 6, and 7, 1952. Examinations will be held 
at a number of points throughout the United States, 
located as centrally as possible in relation to the 
homes of candidates, Applications must be received 
no later than January 2, 1952. 

The Regular Corps is a commissioned officer 
corps composed of members of various medical and 
scientific professions, appointed in appropriate cat- 
egories such as medicine, dentistry, nursing, engi- 
neering, and pharmacy. 

Application forms and additional information ma 
be obtained by writing to the Surgeon General, 
United States Public Health Service, Federal Se- 
curity Agency, Washington 25, D. C. Attention: 
Division of Commissioned Officers. 

Applications received after January 2, 1952, can 


not be accepted. 
oa a 


Average length of life in the United States has 
increased to a record high of nearly 68 years. The 
new figure, based on final 1949 vital statistics com- 
piled by the Public Health Service, shows a gain of 
almost half a year over the average lifetime indi- 
cated by 1948 death rates. 

White women on the average live longer than 
any other group, outliving white men by more than 
five years. The average lifetime expected for white 
women at birth is 71% years, while the average 
for white men is 65 years 11 months. 

Negroes and other non-white groups have a short- 
er average life—58% years for non-white men, and 
62 years 11 months for non-white women. Although 
white persons live longer than non-white, the dif- 
ference has been sharply reduced. In 1900, whites 
outlived non-whites by an average of about 15 years, 
compared to about 8 years in 1949. 

While the expectation of life at birth has in- 
creased by more than 20 years since the turn of 
the century, this has been almost entirely due to 
prolonging the lives of persons who formerly would 
have died in infancy, childhood, or young adult- 
hood. This has resulted largely from the control of 
infectious diseases, There has been no significant 
change in the average lifetime remaining to those 
who have reached age 65 or 70. 

... 2.2 

Many tuberculosis patients are receiving inade- 
quate hospital care because of a serious shortage 
of nurses in the nation’s tuberculosis hospitals and 
services, Dr. Leonard A. Scheele, Surgeon General 
of the Public Health Service, Federal Security 
Agency, said recently. 

The problem in tuberculosis hospitals is due in 
part to the nationwide shortage of nurses, which 
has resulted in stiff competition for their services, 
but it is due also to unfavorable working conditions 
in many tuberculosis hospitals, Dr. Scheele said. 
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He added that there is only one professional nurse 
for each 10.6 tuberculosis patients, whereas in gen- 
eral hospitals there is one professional nurse for 


each 2.5 patients. 
* * 


The appointment of Dr. Joseph W. Mountin as 
chief of the Bureau of State Services, Public Health 
Service, has been announced by Federal Security 
Administrator Oscar R. Ewing. 

Dr. Mountin succeeds Dr. C. L. Williams, chief 
of the Bureau for the last five years, whose retire- 
ment from the service was announced at the same 
time. Dr. Mountin assumed office November 1. 

Both the outgoing and incoming public health 
executives have had long careers in the Public 
Health Service. Dr. Williams’ retirement erds near- 
ly 40 years as a commissioned officer of the Serv- 
ice. He received his commission in 1912. Dr. Moun- 
tin entered the Service five years later—in 1917. 
_ attained the rank of Assistant Surgeon Gen- 
eral. 





DEPARTMENT OF DEFENSE 


Army Returns Handicapped Veterans 
to Full Duty Positions 

More than 1,500 handicapped veterans of World 
War II and the fighting in past have been return- 
ed to full duty positions since November, 1946, the 
Department of the Army announced recently in 
connection with the observance of Employ the Phy- 
sically Handicapped Week. 

Amputees and other disabled personnel who have 
been rehabilitated and reassigned to full-time Army 
jobs in the United States and overseas include staff 
officers, administrators, combat training instruc- 
tors, engineers, postal clerks, typists, finance offi- 
cers, intelligence experts, small arms repairmen 
and a host of other critically needed specialists. 





New Jelly’ Form for Nasal Item 


To facilitate intranasal administration of Neo- 
Synephrine and Thenfadil, the decongestant and 
antihistaminic preparation, Winthrop-Stearns, Inc., 
has introduced it in a light water-soluble jelly form. 
The preparation comes in a % ounce collapsible 
tube from which the patient squeezes a small amount 
and sniffs it back to cover the intranasal area. 

In combination with Thenfadil, potent antihista- 
minic, it is indicated for the temporary relief of con- 
gestion in allergic rhinitis, including hay fever, 
vasomotor rhinitis and sinusitis. 





Classified Advertisements 


Physician 46, Southern Protestant, Category 
IV, GP experience 10 Surgery USA 4, de- 
sires permanent General Surgical or group 
association in city ten to fifty thousand with 
public hospital. Excellent references, early 
availability. Reply Palmeto Box 790, Raleigh, 
N. C. 





WANTED IMMEDIATELY, General Practi- 
tioner to take over long established, large, 
active general practice in Western North 
Carolina, 90% Office and Hospital work. 
Fully equipped office available. Reply to 3-11, 
P. O. Box 790, Raleigh, N. C. 











November, 1951 


BOOK REVIEWS 


Infant Care. 145 pages. Price, 20 cents. 
Children Bureau Publication No. 8. Social 
Security Administration, Federal Security 
Agency, 1951. 

Publication of the ninth edition of Infant Care, 
the government’s baby book and its best seller, was 
announced in October by Dr. Martha M. Eliot, chief 
of the Children’s Bureau, Federal Security Agency. 

Sometimes called the “mother’s bible,” Infant 
Care has been published by the Children’s Bureau 
since 1914, and has grown to a distribution of more 
than 28,000,000 copies. It has been translated into 
eight languages. The Government Printing Office, 
which sells Infant Care at 20 cents per copy, has 
become accustomed through much use, to requests 
for it from people who ask simply for “the book.” 

This popular bulletin has undergone major 
changes since it was first published in 1914, During 
its lifetime, advances in medicine, science, and in 
what we know about the emotional development of 
children have altered much of the philosophy which 
the book carries. Like its predecessors, this edition 
of Infant Care, is an attempt by the Children’s Bu- 
reau to bring together the best known and most 
widely accepted modern ideas about what is good 
for children from birth to their first birthday. 





Diseases in Old Age: A Clinical and Path- 
ological Study of 7941 Individuals Over 61 
Years of Age. By Robert T. Monroe, M.D., 
Clinical Associate in Medicine, Harvard 
Medical School; Senior Associate in Medi- 
cine and Head of the Geriatric Clinic, Peter 
Bent Brigham Hospital. 407 pages. Price, 
$5.00. Cambridge, Massachusetts: Harvard 
University Press, 1951. 

Dr, Monroe has made a really valuable contribu- 
tion to the study of geriatrics. He has approached 
the subject in a different way from any yet em- 
ployed, making a statistical study of the patients 
past 61 years of age who had been admitted to the 
Peter Bent Brigham Hospital since its opening in 
March, 1913. (Incidentally, this reviewer wonders 
why he did not extend his list to take in 59 more 
elderly patients, since the number 8000 would have 
been'so much easier to handle percertage-wise than 
7941.) Only too often statistical studies are dry 
reading; but Dr. Monroe is blessed—causing his 
readers to be thrice blessed—with a delightful style 
and a keen sense of humor, which make his writing 
as pleasant to read as it is profitable. 

The book is truly profitable reading. After an 
introductory chapter on “General Features of the 
Group,” diseases of the special systems are taken 
up systematically. A chapter on “Nutritional Dis- 
orders and Alcoholism” and another giving a sum- 
mary of medical findings are included, and the 
book ends with a long and thoughtful chapter, “The 
Community Resources Essential for Old People.” 


All through the book one is impressed by the 
author’s good common sense. For example, in giv- 
ing the case history of a patient with symptoms of 
coronary insufficiency who had had repeated elec- 
trocardiograms and who died suddenly of coronary 
occlusion, he said, “If I had listened to the patient 
instead of the machine, I might still have a live 
patient.” Again: “Play relaxcs both body and mind. 
... The therapeutic results of a little normal silli- 


ness are great.” And again, in speaking of diver- 


ticula in the colon, he concludes: “No treatment at 
all is best, but it is hard to give.” 
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This book can be highly recommended to:all phy- 
sicians either as an introduction to the study of 
geriatrics or as a valuable addition to a library on 
the subject. 


The Changing Years. What to do About the 
Menopause. By Madeline Gray. 224 pages. 
Price, $2.75. Garden City, New York: Dou- 
bleday and Company, 1951. 

Perhaps the chief reason for the success of Alco- 
holics Anonymous is that every one of its members 
knows what it means to be a victim of the condi- 
tion treated by the organization. This principle 
accounts for the understanding way in which Mad- 
eline Gray deals with the menopause. She has been 
through it herself, and knows what she is talking 
about. She is further qualified for the task by long 
experience in writing. The book was written after 
four years of extensive reading and conferences 
with numerous doctors, as well as with her friends 
who have gone or are going through the meno- 
Een It is written sympathetically, and also sensi- 
bly. 

From the medical standpoint two statements may 
be questioned. One is that a synthetic estrogen, 
such as stilbestrol, though just as effective and far 
cheaper than the natural estrogens such as pre- 
marin, has the disadvantage that “some women 
can’t tolerate it. It makes them frightfully nause- 
ated.” This reviewer cannot recall having seen in 
ten years a single woman nauseated from the en- 
teric-coated pills of stilbestrol, but he is sure that 
a goodly number would have vomited their heads 
off had the possibility of nausea been suggested to 
them. The other questionable statement is found in 
rule 1 for taking estrogen: “If you are still men- 
struating regularly . . .” Many, if not most, gyne- 
cologists would probably give women who are still 
menstruating regularly but who ask about taking 
estrogen the famous advice given by Punch to 
those about to marry—“Don’t.” Certainly one of 
the commonest mistakes made in dealing with 
women who are “nervous” is to start estrogens be- 
fore menstruation actually ceases. 

It is a pity for such a splendid book to be marred 
by two pieces of such bad advice. With these ex- 
ceptions, the book can be heartily recommended by 
a doctor to his patients who are going through 
what Mrs. Gray prefers to call “the changing 
years,” rather than use the more ominous term, 
“the change of life.” 





Essays in Surgery. Presented to W. E. Gal- 
lie on the Occasion of his Retirement from 
the Chair of Surgery in the University of 
Toronto. Edited by Robert I. Harris and 
Robert M. James. 584 pages. Price, $9.50. 
Toronto, Canada: University of Toronto 
Press, 1950. 

This is a neatly composed, well bound 
sisting of 43 papers or essays on clinical and ex- 
perimental surgery written by the colleagues and 
pupils of Dr. W. E. Gallie on the occasion of his 
retirement, after 18 years of service, from the 
Chair of Surgery at the University of Toronto in 
1947. 

There are 
thoracic surgery, 
cular surgery, and 
outstanding paper by 
tumor. Also included is a 
Dr. Gallie anc lists of his 
and publications. 

This book will be 
and a must for the 
Edward Gallie. 
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